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1873t  Brah'hwaite,  James,   M.D.,    Obstetric   Physician   to    tlie 

Leeds    General    Infirmary  ;     Lecturer   on    Diseases    of 

Women  and  Childicn  at  the  Leeds  School  of  Medicine  ; 

16,  Clarendon  road,  Leeds.  Jlce-Pres,  1877-9.  Trans.  6. 

Hon.  hoc.  Sec. 
VOL.   XLII.  b 


XVUl  FELLOWS    OF    THE    SOCIETY. 

Elected 

I880t  Brankoot,  Arthur  Mldge,  M.B.,  Rangoon,  Burmah. 

1887  Briuger,  Auoi,phus  Edward.  M.D.Ed.,  18,  Portland 
place.  W. 

18S8»tBRiGG3,  Hf.nkv,  M.B.,  F.R.C.S..  Surgeon  to  the  Hospital 
for  Women,  and  Professor  of  ^Midwifery  and  Gynaeco- 
logy, University  College  (Victoria  University),  Liver- 
pool :  ?>,  Rodney  street,  Liverpool.      Council,  1001. 

1894  Brimo.s,  Koi.and  Dan  vers,  B.A.,  M.D.Cantab.,  8,  Queen's 
Gate  terrace,  S.  W. 

1869     Brisbane,  James,  M.D.,  16,  St.  John's  Wood  road,  N.W. 

1887t  Brodie,  Frederick  Cakdkn,  M.B.,  The  Hutch,  Sandown, 
Isle  of  Wight. 

1892  Brodie,  William  Haio,  M.D.,  C.M.Kdin.,  F.R.C.S.Eng. 
Battle,  Sussex. 

1868  Broavn,  Andrew,  M.D.  St.  And.,  27,  Lancaster  road, 
Belsize  park,  N.W.      CoMwctV,  1893- 1.      Trans.  \. 

1894     Brown,   David,  M.D.Lond.,  Ilamdon,  Taunton. 

186.T*  Brown,  1).  Dyce,  M.D.,  29,  Seymour  street,  Port  man 
sfjuare,  W . 

1898t  Brown,  Haydn,  L.R.C.P.Kdin.,  Buckliurst  hill.  Kssex. 

1896  Brown,  John  Lewis,  M.P...  C.M.Kdin.,  ^(i,  Windsor  road, 
Forest  gate,  K. 

1889*tBR0WN,  William  Carnegie,  M.D.Aher.,  Glassaugh  House, 
Portsoy,  N.B. 

1876     Brlnjes,  Martin,  27<>.  WilJosden  lane.  N.W. 

lS9.")t  Blckley,  Samuel,  M.D.Lond.,  F.K.C.S.Kni;.,  2,  Khor 
villas,  Broughton  park,  Manchester. 

1883     BuKSH,  Kahlkm,  The  Hall,  Plaistow,  L. 

1885*tBuNNY,  J.  Brice,  L.R.C.P.  Kd.,  Warre  House,  Bishop's 
Lydeard,  Taunton, 
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Elected 

1877t   RuKU,  Edwakd,  M.D.,  M.C,  Senior  Physician  to  the  Salop 

Infirmary  ;     Newport     House,    Shrewsbury.      Council, 

18S(j-7.     Hon.  Loc.  ISec. 

1894  Burt,  Egbert  Francis,  M.B.,  C.M.Edin,,  124,  Stroud 
Green  road,  N. 

1888  Burton,  Herbert  Campbell,  L.R.C.P.  Lend.,  Lee  Park 
Lodge,  Blackheath,  S.E. 

1878  Butlku-Smythe,  Albert  Charles,  F.R.C.P.  &  S.Ed., 
Surgeon  to  Out-patients,  Samaritan  Free  Hospital ;  76, 
Brook  street,  Grosvenor  square,  W.     Council,  1889-91. 

1887*  Buxton,  Dudley  W.,  M.D.  Lond.,  82,  Mortimer  street. 
Cavendish  square,  W. 

1886t  Byers,  John  W.,  M.A.,  M.D.,  M.A.O.  (Hon.  Causa),  Pro- 
fessor of  Midwifery  and  Diseases  of  Women  and  Chil- 
dren at  Queen's  College,  and  Physician  for  Diseases  of 
Women  to  the  Royal  Hospital,  Belfast;  Dreenagh 
House,  Lower  crescent,  Belfast.   Vice-Fres.  1899-1 901. 

189lt  Calthrop,  Lionel  C.  Everard,  M.B.  Durh.,  Gosberton 
House,  76,  Jesmond  road,  Newcastle-on-Tyne. 

1887t  Caimeron,  James  Chalmers,  M.D.,  Professor  of  Midwifery 
and  Diseases  of  Infancy,  McGill  University  ;  94  1 ,  Dor- 
chester street,  Montreal. 

1887t  Cameron,  Murdoch,  M.D.Glas.,  Kegius  Professor  of  Mid- 
wifery in  the  University  of  Glasgow,  7,  Newton  terrace, 
Charing  Cross,  Grlasgow. 

1894t  Campbell,  John,  M.A.,  M.D.Dubl.,  F.R.C.S.,  21,  Great 
Victoria  street,  Belfast. 

1892  Campbell,  John  William,  B.A.,  M.B.,  B.Ch. Cantab., 
Highclere,  Oakleigh  park.  Whetstone,  N.  {JVinter, 
Casa  Rossa,  Mentone.) 

l888*tCAMPBELL,  William  Maceie,  M.D.  Edin.,  1,  Princes  gate 
East,  Liverpool. 
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£lecied 

1886t  Carpemeu,  Artiiuk  Bkistowe,  M.A.,  M.B.Oxoii.,  Wyke- 
bam  House,  Bedford  park,  Croydon. 

1S96  Cakkk,  Louis  G.  E.,  M.I)..  Tlie  Uganda  Relief  Expedi- 
tion, the  27tli  Bombay  L.  I.  Kcgiment,  Kampala, 
Uganda,  Central  .Africa. 

188"t  Cask,  William,  Denmark  iiouse,  Caister-on-Sea,  Nor- 
folk. 

IH/.'it  Chaffers,  1m)\varu,  F.R.C.S.,  Broonilielil,  Keigliley,  York- 
shire. 

1876*  Champ.neys,  Francis  Henry,  .M.A.,  M.D.  O.von.,  F.R.C.P., 
Phy.siciaii-.\ccoucliciir  to,  and  Lecturer  on  Midwifery  at. 
St.  Bartholomew's  Hospital;  42,  Upper  Brook  street, 
W.  Council,  1880-1,  1900-L  Hon.  Lib.  1882-3.  Hon. 
Sec.  1884-7.  Vice-Pref.  188S-'J0.  Board  Exam.  Mid- 
wives,  1883,  1888-90;  Chairman,  1891-5.  Editor, 
1888-93.     Pres.  1S9.T-6.     Trans.  10. 

1867*tCHARLEs,  T.  Edmondston,  M.D.,  F.R.C.P.,  72,  Via  di 
San  Niccolo  da  Tolentino,  Rome.      Council,  1882-4. 

LS74*tCnAiiLESW0RTir,  Ja.mes,  ]\I.D.,  Physician  to  the  North 
Staffordshire  Infirmary;  25,  Birch  terrace,  Hanley, 
Staffordshire. 

1890t  Childe,  Charles  Plu.mley,  B..A..  F.R.C.S.,  Cranleigh, 
Kent  road,  Soutlisea. 

1897t  CiiiNERY,  Euward  Fluder,  F.ll.C.S.Edin.,  Monmouth 
House,  Lymington,  Hants. 

1863*tCHi8HOLM,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney, 
New  South  AVjilcs.  [Per  Messrs.  Turner  and  Hen- 
derson, care  of  Messrs.  W.  Dawson,  121,  Cannon 
street,  E.C.] 

1896  CiiiTTENUEN,  T.  Hri.iJLR,  M.D.Diiih.,  ^LR.C.P.Lond., 
32.  Ovinijton  .^^fjuare,  S.W. 

1883  Clapham,  Edward,  M.D.,  29,  Lingtield  road,  Wimbledon. 
Council,  1892-4. 
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Elected 

1897  Clark,  William  Gladstone,  M.A.Cantab.,  G,  Nicholas 
Street,  Chester. 

1893  Clauke,  W.  Bruce,  F.R.C.S.,  Assistant  Surgeon  to  St. 
Bartholomew's  Hospital,  51,  Harley  street,  W. 

1899  Clayton,  Charles  Hollingsworth,  L.R.C.P.,  10,  College 
terrace,  Belsize  park,  N.W. 

1889  Clemovy,  Arthur  Henry  Weiss,  M.D.,  CM.  Edin.,  101, 

Earl's  Court  road,  Kensington,  W. 

1865*+CoATKs,  Charles,  M.D.,  Physician  to  the  Bath  General 
and  Royal  United  Hospitals;   10,  Circus,  Bath. 

1882t  CoATES,  Frederick  William,  M.D.,  Auckland,  New 
Zealand.     Council,  1891-3. 

1875*  Coffin,  Richard  Jas.  Maitland,  F.K.C.P.  Ed.,  3,  West- 
gate  terrace,  Redcliffe  square,  S.W, 

1875*tCoLE,  Richard  Beverly,  M.D.  Jefferson  Coll.  Philad., 
218,  Post  street,  San  Francisco,  California,  U.S. 

1895t  Coles,  Alfred  Charles,  M.D.,  CM. Edin.,  Bradwardine, 
Branksome  terrace,  Bournemouth. 

1897t  Coles,  Richard  A.,  M.B.  &  C.M.Aber.,  Barham,  near 
Canterbury. 

1888t  Collins,  Edward  Tenison,  12,  Windsor  place,  Cardiff. 

1866t  Coombs,  James,  M.D.,  Bedford. 

1888  Cooper,  Peter,  L.R.C.P.Lond.,  Stainton  Lodge,  35 
Shooter's  Hill  road,  Blackheath,  S.E. 

1890  CoPELAND,  William  Henry  Laurence,  M.B.Cantab.,  4, 

Bolton  gardens,  South  Kensington,  S.W. 

187o*tCoRDES,  Aug.,  M.D.,  M.R.C.P.,  Consulting  Accoucheur  to 
the  "  Misericorde  ;"  Privat  Docent  for  Midwifery  at  the 
University  of  Geneva  ;  12,  Rue  Bellot,  Geneva,   Trans.  \. 

1883     Corner,  Cursham,  113,  Mile  End  road,  E. 

1877  Crawford,  James,  M.73.  Durh.,  Grosvenor  Mnnsionp, 
Victoria  street,  S.W, 


XXll  hELLOVVS    OK    THt    SOCIETY. 

Elected 

IHOfif  CuKASv,  Hoi.r,  li.U.C.F.  Loud.,  WiiuUcshani,  Surrey. 

IS7r»f  CuKW,  John,  Manor  Jlouse,  Jligliam  Ferrers,  Xorthamptou- 
sbire. 

\HS)'.\  Ckipps,  Wii.i.iA.M  IIaukison,  FJl.C.S.,  Suri;eon  to  St.  IJar- 
tliolonu'w's  Hospital  ;  'J,  Stratford  place,  W.      Trans.  1 

I88!)t  ('«OKT,  Edwahd  Octavius,  jM.D.Diirli.,  Hon.  Surgeon  to 
llie  Hospital  for  Women  and  Children  ;  Hon.  ])emon- 
strator  of  Obstetrics  to  the  Yorkshire  College,  Leeds  ; 
8,  Clarendon  road,  Leeds.      Trans.  1. 

I8yi*tCuoNK,  HilKUKut  Geokge,  ^I.B.  Cajitab.,  Kepton,  near 
liurton-on -Trent. 

189.?  Ckosbv,  Hkrueut  Thomas,  M..\.,  .M.B.,  15. C.Cantab.,  19, 
Gordon  square,  W.C. 

1H9.'>  Ciioss,  Ekni:;>t  W.,  L.R.C.P.Loud.,  The  Limes,  Wallwood 
l*ark,  licytonstone. 

l8S()*fCKO;s,  William  Joseph,  3L15.,  Horsham,  Victoria,  Aus- 
tralia. 

KSOSf  Clllkn,  Thomas.  M.D.Toronto.  Johns  Hopkins  Hospital, 
IJalliniore,  U  S.A. 

187;")*  Clllinowokth,  Charles  James,  xM.I).,  D.C.L.,  F.K.C.P., 
Obstetrie  Physician  to  St.  Thomas's  Hospital;  14, 
.Manchester  square,  W.  Council,  1883-5,  1891-3. 
Vice-Pres.  1886-S.  Board  Exam.  Midwives,  1889-91. 
Chnirmnn,  lS9.")-6.      Pres.  1S97-8.      Trans.   13. 

l889*tCuusKTJi,  JKii.\NCiii{  J.,  Ml).  Urux.,  !)^,  Chundunwadi, 
Bombay. 

IS91  Cltlek,  Le.xnaki),  L.R.t.'.P.Lond.,  1,  Kensington  Gate, 
Kensington,  W.     Trans.  1. 

188.".  Damn,  William  Kaheoku,  M.Ti.,  B.S.,  F.R.C.P., 
Obstetric  Physician  to,  and  Lecturer  on  Midwifery  at, 
St.  George's  Hospital;  IS,  Grosvenor  street,  W.. 
Cniincil,  1889-91.  Jlon.  Lib.  1892-3.  Hon.  Sec. 
1894-7.  Vice-Pres.  1898-1901.  Chairman,  1901. 
Trans.  3. 
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Elected 

1868     Daly,   Frederick    Henry,    M.D.,    iSo,    Amliurst    road, 

Hackney  Downs,   N.E.     Council,   1877-9.     Fice-Pres. 

1883-5.     Trans.  2. 

1893  Dauber,    John     Henry,     M.A.    Oxon,,     M.B.,    B.Ch., 

Physician  to  tlie  Hospital   for  Women,  Solio  square  ; 
29,  Charles  street,  Berkeley  square,  AV. 

1901      Davies,  Hughes  Reid,  L.R.C.P.Lond,,  82,  Bow  road,  E. 

1892t  Davis,  Robert,  Darrickwood,  Orpington,  Kent. 

1877  Davson,  Smith  Houston,  M.D.,  Campden  villa,  203,  Maida 
vale,  W.     Council,  1889-91. 

1900t  Dawkin,  George  Mansell,  L.R.C.P.Lond.,  Pontypridd, 
Glamorganshire, 

1891  Dawson,  Ernest,  L.R.C.P.Lond.,  The  Broadway, 
Leyton,  E.     Trans.  1 . 

1889  Des  Vceux,  Harold  A.,  M.D.Brux.,  8,  James  street, 
Buckingham  gate,  S.W.      Council,  1896-8. 

1894  Dickinson,   Thomas    Vincent,    M.D.Lond,,    M.R.C.P., 

Assistant    Physician   to  the  Italian    Hospital,   Queen 
square;  33,  Sloane  street,  S.W.      Council,  1900-1. 

1894  Dickson,  John  William,  B.A.,  M.B.,  B.C.  Cantab.,  42, 

Hertford  street,  Mayfair,  W. 

1895  Dodgson,   George    Stanley,    B.A.,    M.B.,    B.C.Cantab., 

Southleigh,  Headingley,  Leeds. 

1886f  Donald,  Archibald,  M.D.  Edin.,  M.R.C.P.,  Obstetric 
Physician  to  the  Royal  Lifirmary,  IMaiichester ; 
Honorary  Surgeon  to  St.  jMary's  Hospital  for  Women, 
Manchester;  Piatt  Abbey,  Rusholme,  Manchester. 
Council,  1893-5.      Trans.  2. 

1879*  Doran,  Alban  H.  G.,  F.R.C.S.,  Surgeon  to  the  Samaritan 
Free  Hospital ;  9,  Granville  place,  Portman  square,  W. 
Council,  1883-5.  Hon.  Lib.  1886-7.  Hon.  Sec.  1888-91. 
Fice-Pres.  1892-4.     Pres.  1899-1900.      Trans.  20. 

1890t  Douty,  Edward  Henry,  M.A,,  M.B.,  B.C.Cantab.,  Davos 
Platz,  Switzerland. 
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Elected 

1887  DoTASTON,  Mri.AVAiU)  Edmund,  Rosenan,  St.  George's 
road,  Wimbledon. 

1899t  OowN,  Ei.nAU,  L.R.C.P.Lond.,  N,  Mount  Edgcunibe 
terrace.  Stoke,  Devonport. 

189G  DowNEs,  J.  LocKiiAKT,  3r.B.,  CM.  Ellin.,  27,  Romford 
road,  E. 

laS-lf  Doyle,  E.  A.  Gaynes,  L.R.C.P.,  Colonial  Hospital, 
Port  of  Spain,  Trinidad. 

1871t  Duake-Brockman,  Edward  Forstrr,  F.R.C  S,  L.R.C.P. 
Lond.,  Brigade-Surgeon;  c/o  Messrs.  Richardson  and 
Co.,  East  India  Army  Agency,  25,  Suffolk  street,  Pall 
Mall,  S.W. 

1894t  Drew,  Henry  WrLiJAM,  F.R.C.S.,  Eastgate,  East  Croydon. 

1883  Duncan,  Alexander  Geokge,  M.B.,  25,  Amhurst  park, 
Stamford  hill,  N. 

1882  Duncan,  "William,  ^F.D.,  01)stetric  Physician  to,  and  Lec- 
turer on  Obstetric  ^Medicine  at,  the  ^liddlesex  Hospital; 
G,  Harley  street,  W.  Council,  1885-6,  1888-9.  Hon. 
7w7a  1890-1.  //ow.  .9^^.  1892-5.  Fire-Pres.  1896-9. 
Trans.  2. 

1871*  Eastes,  George,  M.B.,  F.R.C.S.,  .35,  Gloucester  tcriace, 
Hyde  park,  W.     Council,  1878-80. 

1896  Easton,  Frank  Edward,  L.R.C. P.  Lond.,  12,  Devonport 
street,  Hyde  park,  W. 

1883t  EccLES,  F.  Richard,  ^\.\).,  Professor  of  Gynaecology, 
Western  University  ;  1 ,  Ellwood  place.  Queen's  avenue, 
London,  Ontario,  Canada. 

1893  Eden, Thomas  Watts.  M.D.Edin.,  M.R.C.P.Lond.,  Assis- 
tant  Obstetric  Physician  to,  and  Lecturer  on  Practical 
Midwifery  at,  Charing  Cross  Hospital,  26,  Queen 
Anne  street.  W.     Council,  \  ^97 -9.     Trans.  A. 

1890  Ehrmann,  Albert,  L.R.C.P.Tiond.,  G,  The  Terrace,  Camden 
square,  N.W. 
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Elected 

1894     Ellls,   Eoheut  Kingdon,  M.B.,  B.Ch.Oxoii.,  Lowdham, 

Notts. 

1873*tENGELMANN,  George   JuLius,  A.M.,  M.D.,  336,  Beacon 
street,  Boston,  Mass.,  U.S.A. 

1898t  Evans,  David  J.,   M.D.McGill,    939,   Dorchester  street, 
Montreal. 

1897     Evans,  Evan  Laming,  M.B.,  B.C.Cantab.,  F.R.C.S.,  116, 
Piccadilly,  W. 

1892t  Evans,  John  Morgan,  L.R.C.P.Lond.,  Llandrindod  Wells, 
Radnorshire. 

187ot  Ewart,   John    Henry,   Eastney,   Devonshire   place,    East- 
bourne. 

1899     Fairbairn,  John  Shields,  M.D.,B.Ch.0.xon.,  60,  Wimpole 
street,  W. 

1894     Fairweather,  David,  M.A.,  M.D.,  C.M.Edin.,  Carlton 
Lodge,  Palmerston  road,  Bowes  Park,  N. 

1876t  Farncombe,  Richard,  IS3,  Belgrave  road,  Balsall  heatli, 
Birmingham. 

1869*  Farquhar,  William,  M.D.,  Deputy  Surgeon-General,  40, 
Westbourne  gardens,  Bayswater,  W. 

1882t  Farrar,  Joseph,  M.D.,  Gainsborough.     Trans.  1. 

1894t  Fazan,  Charles    Herbert,    L.R.C.P.    Lond.,   Belmont, 
Wadhurst,  Sussex. 

1868*  Fegan,  Rtchard,  M.D.,  Westcombe  park,  Blackheatb,  S.K. 

1886     Fennell,  David,  L.K.Q.C.P.L,  "  Castlebar,"  116,  Palace 
road,  Tulse  hill,  S.W. 

1883     Fenton,    Hugh,   M.D.,  Physician,    Chelsea    Hospital  for 
Women  ;  27,  George  street,   Hanover  square,  \V. 

1893     Ferguson,  George  Gunnis,  M.B.,  C.M.Glas.,  Fern  Combe, 
New  West  End,  Finchley  road,  Hampstead,  N.W. 
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Elected 

1893t  FiNLKV,  Hauky,  M.D.Lon.l.,  West  .A[alvern.  Worcestershire. 

lS77*tFo.\MAUTiN,  Henky  1)E,  M.D.,  2G,  Newberry  terrace, 
Lower  Bullar  street,  Nichols  Town,  Southampton. 

lH<J7t  I'oniEUGiLi.,  W.  lv,M.B.,  C.:M.I':(lin.,  10,  St.  .lolin  street, 
Manchester. 

1884     FouR.\CRE,  Robert  Peuhlman,  .OS,  Tollin<;ton  park,  N. 

18SG|-  Fowler,  Chakles  Owen,  M.D.,  Cotford  House,  Tliornton 
heath.      Council,  1901. 

1808  FiiAMPTON.  Trevethan,  M.R.C.S.,  F.P.C.P.,  1G8,  Glou- 
cester terrace,  Hyde  park,  W. 

187J*tFRASKK,  Angis,  M.D.,  Physician  and  Lecturer  on  Clinical 
Medicine  to  the  .\berdeen  Royal  Infirmary  ;  232,  Union 
street,  Aberdeen.      Council,  1897-1900. 

1888t  Fraser,  James  Ai.k.xaxdkic,  L.R.C.F.  Loud.,  Western 
Lodge,  Romford. 

1883  Fuller,  Henry  Ro.vburgii,  M.D.  Cantab.,  45,  Curzon 
street,  ]\Iayfair,  W.     Council,  1893.     Trans.  1. 

188Gt  Furner,  Willoughuy,  F.R.C.S.,  13,  Brunswick  square, 
Brighton.     Council,  1894-G.     Hon.  Loc.  Sec. 

1874*  Galahin,  Alfred  Lewis,  M.A.,  M.D.,  F.R.C. P.,  Obstetric 
Physician  to,  and  Lecturer  on  Midwifery  at,  Guy's 
Hospital ;  49,  Wimpole  street,  Cavendish  square,  W. 
Council,  1S76-8.  Hon.  Lib.  1879.  lion.  Sec.  1880-3. 
Vice-Pres.  1884.  Treas.  188;")-8.  Pres.  1889-90. 
Trans.  12. 

1888  Galloway,  Arthur  AVm.ton,  L.R.C.P.  Loud.,  79,  New 
North  road,  N. 

18G3*  Galton,  John  11.,  M.D.,  Cliunam,  Sylvan  road,  Upper  Nor- 
wood, S.E.  Council,  1874-6,  1891-2.  Vice-Pres. 
1895-8. 

1881  Gandy,  William,  Hill  Top,  Central  hill,  Norwood,  S.E. 
Council,  1897-8. 
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Elected 

1886*tGAKi)E,  Henry  Crokek,  F.R.C.S.  Edin.,  Maryborough, 

Queensland. 
1887     Gardiner,  Bruce  H.  J.,  L.R.C.P.  Ed.,  Gloucester  House, 

Barry  road,  East  Dulwich,  S.E. 

1894  Gardner,  H.  Bellamy,  M.R.C.S.,  L.R.C.P.Lond.,  52, 
Beaumont  street,  Portland  place,  W. 

1879t  Gardner,  John  Twiname,  Watersmeet,  Ilfracomhe. 

I872*tGARDNER,  William,  M.A.,  M.D.,  Professor  of  Gynsecology. 
McGill  University  ;  Gynaecologist  to  the  Koyal  Victoria 
Hospital ;   109,  Union  avenue,  Montreal,  Canada. 

187Ct  Garner,  John,  21,  Easy  row,  Birmingham. 

189 It  Garrett,  Arthuii  Edward,  L.R.C.S.  &  L.M.Ed.,  Dal- 
keith House,  Ijeamington. 

187.'i*tGAi;TON,  William,  M.D.,  F.R.C.S.,  Inglewood,  Aughton, 

near  Ormskirk. 
1889*  Gell,  Henry  Willincham,  M.A.,  M.B.  O.xon.,  ?>(),  Hyde 

park  square,  W. 

lS98=*=fGKMMELL,  John  Edward,  M.B.,  CM. Edin.,  Hon.  Sur- 
geon to  the  Hospital  for  Women,  Liverpool  ;  12, Rodney 
street,  Liverpool. 

18.59*  Gervis,    Henry,    M.D.,    F.R.C.P.,    Consulting    Obstetric 

Physician  to  St.  Thomas's  Hospital ;  The  Towers,  Hil- 

lingdon,  Uxbridge.     CouncU,    1864-6,  1889-91,  1893. 

Hon.     Sec.     1867-70.       Vice-Pres.     18/1-3.       Treus. 

1878-81.     P/-g.y.  1883-4.     Trans. S. 
1866*  Gervis,    Frederick    Heudebourck,     1,    Fellows     road, 

Haverstock  hill,  N.W.     Council,    1877-9.      Vice-Pres. 

1892.     Truns.  1. 
1899t  (xrHvis,  Henry,  M.A.,  M.B.,  B.C.Cantab.,  74,  Dyke  road, 

Brighton. 
1883*  GiBRONS,  Robert  Alexander,    M.D.,    Physician    to    the 

Grosvenor    Hospital    for    AVonien    and    (4iildren;    29, 

Cadogan  place,  S.W.      Co3<«677,  1889-90.     Truns.  \. 
1894     Gibson,    Henry    Wilkes,    L.R.C.P.    Lond.     6,  College 

terrace,  Fitzjohn's  avenue,  N.W 


XX  \  111  KEI.I.OWS    Oh    THK    SOCIETY. 

Elected 

1874t  Ginsos,  James  Edwakp.  Hillside,  West  Cowes,  Isle  of 
Wigl.t. 

1892  Gri.F.s  AuTHLii  Edwaud,  M.l).  Loiul.,  M.R.C.P.,  Physician 
to  Out-patients,  Chelsea  Hospital  for  Women  ;  3", 
Queen  Anne  street,  Cavendish  square,  W.  Council, 
1898-1900.     Trans.  7. 

1869     Gill,  William,  L.U.C.P.  Loud.,  11,  Russell  square,  W.C. 

1891  GiMBLETT,  William  Henuy,  M.D.Durh.,  Queen's  road, 
Huckhurst  hill,  Essex. 

1899t  Glover,  Thomas  Anderson,  M.D..  C.M.EJin.,  24,  Hall- 
gate,  Doncaster. 

1894t  GoDDAiiD,  Charles  Ernest,  L.R.C.P.  Lond.,  Wembley. 
Harrow. 

1871   *G0DS0N,   Clement,  M.D.,    CM.;  82,    Brook   street,   W. 

Council,    187fi-7.     Hon.    Sec.     1878-81.       VicePrea. 

1882-4.       Board    Exam.    Midwives,    1877,     1882-86. 

Trans.  :>. 
189.'Jt  Goodman,   Roger  Nkville,  M.A.,  M.li. Cantab.,  Elmside, 

Kingston-on-Thames. 

I893t  Gordon,  Frederick  William,  L.R.C.P. Lond.,  Mnimknu 
road,  Auckland,  New  Zealand. 

1883     Gordon,  John,  M.D..  63,  Cheapside,  E.G. 

18691  Goss,  Tregknna  Biddulph,   1,  The  Circus,  Bath.      Hon. 

hoc.  Sec. 
1891t  Gostling,  William  Avion,  M.D.,  B.S. Lond.,  Harningham, 

West  Worthing. 

1889  GouLLET,  Charles  Ariiilk,  L.R.C.P. Lond.,  2,  Finchley 

road,  N.W. 

1890  Gow,   William    John,   M.D.Lond.,  Physician-.^ccoucheur 

in  charge  of  Outpatients,  St.  Mary's  Hospital ;  27, 
Weymouth  street,  W.  Co?/hci7,  1893-5-1901 .  Board 
Exam.  Midwives,  1898-1900-1.      Trans.  2. 

lS93t  GowAN,  Bowie  Campbell,  L.R.C.P. Lond.,  leaven  Dene, 
Great  Stanmore. 


PtLtoWs    OF   THE    SOClETV,  xxix 

Elected 

1893  GuANT,    Leonard,    M.D.Ediii.,    9,     Western     villas,    New 

Soutbgate,  N. 

1897  Grant-Wilson,  Charles  Wkstbkooke,  L.E.C.P.Lond., 
St.  Winnows,  Bromley,  Kent. 

1890  Green,  Charles  Daviu,  M.D.Lond.,  16,  Evelyn  man- 
sions, Carlyle  place,  Victoria  street,  S.W. 

1894-t-  Green,  Charles  Robert  Mortimer,  Captain,  Indian 
Medical  Service,  Tlie  Eden  Hospital,  Calcutta. 

1887  Greenwood,  Edwin  Climson,  L.R.C.P.,  19,  St.  John's 
wood  park,  N.W. 

1863  *Griffith,  G.  de  GoRUEauER,  34,  St.  George's  square, 
S.W.      Trans.  2. 

1879*  Griffith,  Walter  Spencer  Anderson,  M.D.  Cantab., 
F.R.C.S.,  F.R.C.P,,  Assistant  Physician-Accoucheur 
to  St.  Bartholomew's  Hospital  ;  96,  Harley  street,  W. 
Council,  188G-8,  l893-.i,  1901.  Hon.  Lib.,  1896-7. 
Board  Exam.  Midwives,  1887-9.      Trans.  10. 

1888*fGRiMSDALE,  Thomas  Babington,  B.A.,  M.B.Cantab., 
Surgeon  to  the  Hospital  for  Women,  and  Medical 
Officer  to  the  Liverpool  Lying-in  Hospital  ;  29, 
Kodney  street,  Liverpool. 

1882|  Gripper,  Walter,  M.B.  Cantab.,  The  Poplars,  Waliington, 
Surrey. 

1880  Grogono,  Walter  Atkins,  Berwick  House,  Broadway, 
Stratford,  E. 

1896t  Groves,  Ernest  W.,  M.B.,  B.Sc,  Kingswood,  Bristol. 

1887t  Hackney,  John,  M.D.  St.  And.,  Oaklands,  Hythe. 

1881t  Hair,  James,  M.D.,  Brinklow,  Coventry. 

1894  Hamilton,  Bruce,  L.R.C.lMiOiid.,  "  Fulklands,"9,Frognal, 

N.W. 

1887t  Hamilton,  John,  F.R. C.S.Ed.,  Beechhurst  House,  Swad- 
lincote, Burton-on-Tieut. 


XXX  FELLOWS  OP  THE  SOCIETY. 

Elected 

1S83  Handhkld-Jonks,  Moniagl,  M.D.  Lond.,  F.R.C.P.,  Pliy- 
siciati-Accourlieiir  to,  and  Lecturer  on  INIidwifery  and 
Diseases  of  Women  at,  8t.  Mary's  Hospital  ;  35, 
Cavendish  square,  AV.  Coj/hc«7,  1 887-U,  1896-7.  Board 
Exam.  Michvives,  lH[)-i-6.  Hon.  Lib.  1900-1.   Trans.  \. 

iSSyf   Hakuwick,  Arthuk,  ^l.U.  Durli.,  Newquay,  Cornwall. 

1886t  Hardy,  Henry  L.  P.,  Stroud,  Gloucestershire. 

1892     Harold,  John,  L.K.C.P.Lond.,  91,  Harley  street,  W. 

1889  Harpeu,  Charles  John,  L.R.C.P.  Lond.,  Church  end, 
Finchley,  N. 

lS7r  Hahper,  Gerald  S.,  ;^LB.Aber.,  40,  Curzon  street,  May- 
fair,  W.     Council,  1894-5. 

1898t  Harper,  John  Roiunson,  L.K.C.P.,  .i,  Union  terrace, 
IJarnstaple,  Devon. 

1878t  Harries,  Thomas  Davies,  F.R.C.S.,  Grosvenor  House, 
Aberystwith,  Cardiganshire. 

1867*  Harris,  William  H.,  M.I).,  34,  St.  Charles  square,  North 
Kensington,  W. 

1880*  Harrison,  Richard  Charlton,  19,  U.xhridge  road, 
Ealing,  W. 

IS'jOf  Haki,  David  Ukkkv,  .M.D.IMiii.,  Assistant  Gynrpcologist, 
Royal  Inliriuiiry,  l](liiibiiru;li  ;  'J9,  Charlotte  scpiare, 
Kdinhurgh. 

1886t   Maktlev,  Horaci:,  ii.K.C.P.  Kd.,  Stone,  Stali'ordsliire. 

1886  Hartley,  Reginald,  M.D.  Durli.,  F.R.C.S.Ld.,  03,  Por- 
chester  terrace,  Hyde  park,  W. 

1804     ILvRTznouNE,  Bernard  Fred.,  M.H.C.S. 

1893t  Harvey,  John  Jordan,  L.R.C.P.  &  S.Edin.,  .")4,  Barking 
road,  Canning  Town,  E. 

1880  Harvey, John Steimien.>son  Sklwyn, M.D. Durli.,  M.R.C.P., 
I,  Astwood  road,  Cromwell  road,  S.W. 

1865*tHAi{VEY,  RouERT,  C.B.,  M.D.Aherd.,  Surgeon-General, 
I. M.S.,  Simla,  India.     Trans.  1. 
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Elected 

I899t  Hawes,    Godfkioy  Chari,es    Browne,   L.R.C.P.,    Pang- 

bouiMie. 
I899*tHAAVKES,  Claude  SoiMERViLLE,  L.R.C.P.,  Swansea  place, 

Wickham  Terrace,  Brisbane,  Queensland. 
1892t  Hawkins-Ambler,    George    Arthur,    F.R.C.S.Ed.,   Q7, 

Rodney  street,  Liverpool. 
1893t  Haydon,  Thomas  Horatio,  M.B.,  B.C.  Cantab.,  22,  High 

street,  Marlborough. 

1900  Hayforu,  Ernest  James,  M.D.,  Freetown,  Sierra  Leone, 
West  Africa. 

1880  Heath,  William  Lenton,  M.D.,  90,  Cromwell  road, 
Queen's  gate,  S.W.     Council,  1891.     Trans.  1. 

1892f  Hellier,  John  Benjamin,  M.D.Lond.,  Lecturer  on  Dis- 
eases of  Women  and  Children,  Yorkshire  College; 
Hon.  Obstetric  Physician  to  Leeds  Lifirmary ;  27, 
Park  square,  Leeds. 

1890t  Helme,  T.  Arthur,  M.D.Edin.,  M.R.C.P.,  Senior  Assis- 
tant  Surgeon  to  the  Manchester  Clinical  Hospital  for 
Women  and  Children,  3,  St.  Peter's  square,  Man- 
chester. 

1867f  Hembrough,  John  William,  M.D.,  The  Moot  Hall,  New- 
castle-on-Tyne. 

1876*  Herman,  George  Ernest,  M.B.,  F.R.C.P.,  Obstetric  Phy- 
sician to,  and  Jjccturer  on  Midwifery  at,  the  liondon 
Hospital ;  20,  Harley  street,  Cavendish  square,  W. 
Conncif,  1 8/8-9,  ] 898-190 1 .  Hon.  Lih.  1 880- 1 .  Hon. 
Sec.  1882-.5.  Fice-Pres.\8SiS-7.  Board  Exmu.  Mid- 
wives,  188(i-8.  Treas.  1889-92.  Pres.  1893-4. 
Trans.  3  1 . 

1892t  Hills,  Thomas  Hyde,  L.R.C.P.Lond.,  7,  St.  Peter's 
terrace,  Cambridge. 

1898     HiNULEY,  Godfrey  D.,  L.U.C.lMjond.,  31,  Woburn  place, 

Russell  square,  W.C. 
I886t  Hodges,    Herbert    Chamnkv,    L.R.C.P.Lond.,   Watton- 

at-Stone,  Herts.      Trans.  1. 


XXXll  FELLOWS    OF    THE    SOClETV. 

Elected 

1886t  HoLBERTON,  Hemiv  Nelson,  L.R.C.P.Loud.,  East 
Molesey. 

1S7.>  HoLLlNGs,  JiuwjN,  M.D.,  22,  Endsleigh  gardens,  N.W. 
Council,  1H!S8-9U.      Vice-Pres.  l!S93-l. 

1.S97  MoLLiNGs,  Guv  Bertka-m,  .Al.D.,  B.S.,  '_"_',  Endsleigh 
gardens,  N.W, 

1859  HoLMAN,  CoNSTAXTiNE,  31. D.,  2^),  Gloucester  place,  Port- 
man  square,  W.  C'oM/jc//,  lb67-9,  1895-6.  Vice-Pres. 
1870-1. 

189  If  Holm  AN,  Robert  Colgate,  Whitliorne  House,  Midhurst, 
Sussex. 

1864*  Hood,  Wharton  Pktki;,  .M.D.,  II,  Seymour  street.  Port- 
man  square,  AV. 

1896t  Hopkins,  George  Herbert,  F.K.C.S.,  3,  North  Quay, 
Brisbane,  Queensland. 

1884  Hopkins,  John,  L.K. C.P.Ed.,  Hamlet  Court  road,  West 
Cliff,  Southeud-on-Sea. 

1883*  HoRROCKs,  Petkk,  M.D.,  F.R.C.P.  Lond.,  Assistant  Ob- 
stetric Pliysician  to  Guy's  Hospital  ;  42,  Brook  street, 
W.  Council,  1886-7.  Hon.  Lib.  1888-9.  Hon.  Sec. 
IS90-3.      f'ice.Prcs.  1894-G.      Pies.  1901.      Trans.  2. 

1876  HoRsMAN,  Godfrey  Cuaklks,  22,  King  street,  Portmnu 
square,  W. 

1883     HosKiN,  Theophieus,  Ij.K.C.P.  Lond.,  1,  Amliurst  park,  N. 

1883  HoLCHiN,  Edmund  Kino,  Ij.K.C.P.  Ed.,  Ravenswurtli, 
1 1  ford,  Esse.\. 

IM84t  Hough,  Charles  Henry,  Full  street,  Derby. 

1879t  Hubbard,  Tiio.mas  Wells,  Harming  place,  Maidstone. 

884*tHuRRY,  Jamieson  Boyd,  M.D.  Cantab.,  43,  Castle  street, 
Reading.  Council,  1887-9.  Vice.-Pres.  1897-1900. 
Trans.  2. 

1878*  Husband,  Walter  Edward,  Grove  Lea,  Lansdown,  Bath. 


FELLOWS    OF    THK    SOCIETY.  XXXlll 

Elected 

1895  Huxley,  Henry,  L.R.C.P.Lond.,  39,  Leiaster  gardens, 
Hyde  park,  W. 

1894t  Ilott,  Herbert  James,  M.D.  Aber.,  57,  High  street, 
Bromley,  Kent. 

I883t  Inman,  Robert  Edward,  Gadsbill  Cottage,  Higbam,  Kent. 

l884*tlRWTN,  John  Arthur,  M.A.,  M.D.,  14,  West  Twenty-ninth 
street.  New  York. 

1883t  Jackson,  George  Henry,  Ashburton,  Carew  road,  East- 
bourne. 

1897  Jager,  Harold,  M.B.  Lond.,  6,  Darnley  road,  Royal 
crescent,  W. 

1873t  Jakins,  William  Vosper,  L.R.C.P.  Ed.,  14,  Collins  street 
East,  Melbourne. 

1890t  James,  Charles  Henry,  L.R.C.P.Lond.,  Captain,  Indian 
Medical  Service  ;  Lahore,  Punjab,  India. 

1895-|-  James,  Stanlake,  Violet  hill,  Simla,  India. 

1883*tJENKiNS,  Edward  Johnstone,  M.D.  Oxon.,  213,Macquarie 
street,  Sydney. 

1877t  Jenks,  Edward  W.,  M.D.,  84,  Lafayette  avenue,  Detroit, 
Michigan,  U.S. 

1882*  Jennings,  Charles  Egerton,  M.D.  Durh.,  F.R.C.S.  Eng., 
Assistant  Surgeon  to  the  North-West  London  Hospital ; 
48,  Seymour  street,  Portman  square,  W. 

1900  Johnson,  Henry  Heath  Pochin,  L.R.C.P.,  Charing 
Cross  Hospital,  W.C. 

1868t  Jones,  Evan,  Ty-Mawr,  Aberdare,  Glamorganshire,  Council, 
1886-8.     Vice.-Fres.  \S90- 1.     Hon.  Loc.  Sec. 

1894     Jones,  Evan,  L.K.C.P.  Lond.,  89,  Goswell  road,  E.G. 

1895t  Jones,  George  Horatio,  Deddington,  Oxon. 

I881t  Jones,  James  Robert,  M.B.,  247,  Donald  street,  Winnipeg, 
Manitoba,  Canada. 

1894t  Jones,  John  Arnallt,  L.R.C.P.  Lond.,  Heathmont,  Abcr- 
avon,  Port  Talbot,  Glamorganshire. 
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Elected 

1887t  Jones,  J.  Talfouru,  M.B.  Lond.,  Consulting  Physician  to 

the  Breconshire  Infirmary,  Rose  Bank,  South  terrace, 

Eastbourne. 

1886     Jones,  Lewis,  M.D.,  Oakmead,  Balhani,  S.W. 

1873t  Jones,  Philip  W.,  River  House,  Enfield. 

I886t  Jones,  William  Owen,  Tlie  Downs,  Bowdon,  Cheshire. 

1879t  JouBERT,  Charles  Henry,  M.B.  Lond.,  F.R.C.S,  Eng. 
Lieut. -Col.,  Indian  Medical  Service,  Bengal ;  Obstetric 
Physician  to  Eden  Hospital,  and  Professor  of  Mid- 
wifery and  Diseases  of  Women  and  Children,  Calcutta 
Medical  College;   6,  Hariugton  street,  Calcutta. 

1884  Keates,  William  Coopek,  L.R.C.P.,  'JO,  East  Dulwicli 
road,  S.E. 

I883t  Keeling,  James  Huku,  .M.D.,  267,  Glossop  road,  Sheffield. 
Hon.  Loc.  Sec. 

1896  Keep,  Arthur  Corrie,  M.D.,  C.M.Edin.,  Surgeon  to  Out- 
patients to  the  Samaritan  Free  Hospital  ;  14, 
Gloucester  place,  Portman  square,  W. 

1894  Kellett,  Aleked  Featherstone,  M.B. ,  B.C.Cantab.,  142, 
Lewisham  road,  S.E. 

1874*  Kempster,  William  Henry,  M.D.,  Chesterfield,  Claphani 
common.  North  side,  S.W. 

1886  Kennedy,  Alfred  Edmund,  L.H.C.P.  Ed.,  Chesterton 
House,  Plaistow,  E. 

1879  Ker,  Hugh  Richard,  L.R.C.P.Ed.,  Tintern,  2.  Balham 
hill,  S.W. 

1895t  Kerr,  John  Martin  Munro,  M.B.,  C.M.Glasg.;  Obstetric 
Physician  to  the  Glasgow  Maternity  Hospital;  28, 
Berkeley  terrace,  Glasgow.     Trans.  I. 

l877*tKERSwiLL,  JonN  Bedford,  M.R.C.P.  Ed.,  Fairfield,  St. 
German's,  Cornwall. 

1878t  Khoky,  Rustonjee  Naserwanjee,  M.D.,  ^I.R.C.P., 
Medical  Syndic,  Bombay  University  ;  Honorary  Physi- 
cian, Bai  Motlibai  Obstetric  and  Gynaecological 
Hospital ;   Hormazd  Villa,  Khumbalia  hill,  Bombay. 


FELLOWS  OF  THE  SOCIETY.  XXXV 

Elected 

O.F.*  KiALLMARK,  Henry  Walter,  5,  Pcmbridge  gardens,  Bays- 
water.     Council,  1879-80. 

1872*  KiscH,  Albert,  61,  Portsdown  road,  AV.     Council,  1896-7. 

l876*tKNOTT,  Charles,  M.R.C.P.  Ed.,  Liz  Ville,  Elm  grove, 
Southsea. 

1889  Lake,  George  Robert,  177,  Gloucester  terrace,  Hyde 
park,  W. 

1867*  Langford,  Charles  P.,  Sunnyside,  Hornsey  lane,  N. 

187ot  Lawrence,  Alfred  Edward  Aust,  M.D.,  Consulting 
Professor  of  Midwifery  and  Diseases  of  Women,  Uni- 
versity College,  Bristol ;  Physician-Accoucheur  to  the 
Bristol  General  Hospital  ;  19,  Richmond  hill,  Clifton, 
Bristol.  Council,  1885-6,  1888.  Vice-Pres.,  1889-90. 
Hon.  Loc.  Sec.    Trans.  1. 

1894t  Lea,  Arnold  W.  W.,  M.D.,  B.S.Lond.,  F.E.C.S.,  Lecturer 
on  Midwifery  and  Diseases  of  Women,  Owens  College  ; 
274,  Oxford  road,  Manchester.     Trans.  2. 

l884*fLEDiARD,  Henry  Ambrose,  M.D.,  35,  Lowther  street, 
Carlisle.     Council,  1890-2.     Trans.  1. 

1897  Leslie,  William  Murray,  M.D.  Edin.,  74,  Cadogan 
place,  Belgrave  square,  S,W. 

1900*  Levison,  Hugo  Adolf,  M.D. (Columbia  Univ.),  L.E.C.P. 
Lend.,  44,  West  35th  street,  New  York. 

1885  Leweus,  Arthur  H.  N.,  M.D.  Lend.,  M.R.C.P.,  Obstetric 
Physician  to  the  London  Hospital ;  72,  Harley  street, 
W.  Council,  1887-9,  1893,  1901.  Board  Exam. 
Mid  wives,  1895-7.     Trans.  12. 

1901t   Littlewood,  Harry,  F.R.C.S.,  40,  Park  square,  Leeds. 
1894     LivERMORE,  William  Leppingwell,  L.E.C.P.  Lond.,  52, 
Stapleton  Hall  road,  Stroud  green,  N. 

l872*tLocK,  John  Griffith,  M.A.,  2,  Rock  terrace,  Tenby. 

1899  LocKYER,  Cuthbert,  M.D,,  B.S.Lond.,  r.R.C.S.,  117a, 
Harley  street,  W. 
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Elected 

1893t  Logan,  Roderic  Robert  Walter,  Church  street,  Ashby- 
de-Ia-Zouch. 

lH59t  LoMBE,  Thomas  Robert,  M.D,,  Bemerton,  Torquay. 
Council,  1900-1. 

1894t  Loos,  "William  Christopher,  L.E.C.P.  Lond. 

1893t  Lowe,  "Walter  George,  M.D.  Lond.,  F.R.C.S.,  Burton- 
on-Trent. 

lH78*tLYCETT,  John  Allan,  M.D.,  Gatcombe,  Surgeon  to  the 
"Wolverhampton  and  District  Hospital  for  Women, 
Wolverhampton. 

lH96t  Lyons.  A..  M.B.,  Thames  Ditton. 

187 If  McCallum,  Duncan  Campuell,  !M.D.,  Emeritus  Professor 
McGilJ  University ;  -4."),  Union  avenue,  Montreal,  Canada. 
Trans.  4. 

1890  McCann,  Frederick  John,  M.D.,  C.M.Edin.,  M.R.C.P., 
Physician  to  Out-patients  at  the  Samaritan  Hospital  ; 
5,  Curzon  street,  Mayfair,  W.  Council,  1897-8. 
Trann.  3. 

1894t  McCauslanu,  Albert  Stanley,  M.D.  Brux.,  Churchill 
House,  Swanagc. 

1890  McCaw,  J.  Dvsart,  M.D.,  F.R.C.S.,  Coolard  Lodge, 
Great  North  road,  Hast  Finchley,  N.  Council,  1898- 
1900. 

I894t  McDonnell,  ^Eneas  John,  M.D.,  Ch.M.  Sydney,  Too- 
woomba,  Queensland. 

1896  M'DoNNELL,  W.  Campbell,  L.R.C.P.  Lond.,  Park  House, 
Park  lane.  Stoke  Newington,  N. 

18921  McKay,  W.J.  Stewart,  M.B.,  M.Ch. Sydney,  Australian 
Club,  Macquarie  street,  Sydney,  N.S.AV. 

1897t  McKerron,  Robkrt  Gordon,  .M.B.  Aberd.,  I,  Albyn  place, 
Aberdeen.     Trans.  1. 

1894:t  McKiSACK,  Henry  Lawrence,  M.D.Dubl.,  l.o.  College 
square  east,  Belfatit. 
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1900t  Macan,  Jameson  John,  M.A.,  M.D.Cantab.,  Crossgates, 

Cheam,  Surrey. 

1893     Maclean,  Ewen  JonN,M.D.,  C.M.Edin.,  M.R.C.P.Lond., 

Physician    to    Out-patients,     Chelsea    Hospital     for 

Women;  51,  Linden  Gardens,  W.     Council,  1900. 

1899  MACLEOD,  William  Aitken,  M.B.,  C.M.Edin.,  9,  Pern- 
bridge  villas,  Bayswater,  W. 

1886  McMuLLEN,  William,  L.K.Q.C.P.I.,  319a,  Brixton  road, 

S.W. 

1878  Macnaughton-Jones,  H.,  M.D.,  M.A.O.  (Hon.  Causa), 
F.R.C.S.I.  &  Edin.,  131,  Harley  street,  Cavendish 
square,  W.     Trans.  1. 

1898  Macnaughton-Jones,  Henry,  M.B.,  B.Ch.,  12,  Sandwell 
mansions.  West  End  lane,  N.W. 

I894f  McOscAR,  John,  L.R.C.P.Lond.,  Hazeldene,  Kingston 
road.  New  Maiden,  Surrey. 

1899t  Maguire,  Geoege  J.,  M.B.,  B.Cii.,  Kew  road,  Richmond. 

1895t  Maidlow,  William  Harvey,  M.D.Durh.,  F.E.C.S.Eng., 
Ilminster,  Somerset. 

1884  Malcolm,  John  D.,  M.B.,  CM.,  Surgeon  to  the  Samaritan 
Free  Hospital ;  13,  Portraan  street,  AV.   Council,  1894-6. 

187 If  Malins,  Edward,  M.D.,  Obstetric  Physician  to  the 
General  Hospital,  Professor  of  Midwifery  at  Mason 
College,  Birmingham  ;  50,  Newhall  street,  Birming- 
ham. Council,  1881-3.  Fice-Pres.  1884-6,  1901. 
Hon.  Loc.  Sec. 

1868*tMARCH,  Henry  Colley,  M.U.,  Portisham,  Dorchester. 
Council,  1890-2. 

1887  Makk,   Leonard  P.,  M.D.Durh.,   61,   Cambridge   street, 

Hyde-park  square,  W. 
1860t  Marley,  Henry  Frederick,  The  Nook,  Padstow,  Cornwall. 
1862*tMARRioTT,  Robert  Buchanan,  SwafFham,  Norfolk. 
1887t  Marsh,  0.  E.  Bulwer,  L.R.C.P.  Ed.,  Parkdale,    Clytha 

park,  Newport,  Monmouthshire. 
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1890t  Martin,  Christopher,  M.B.,  C.M.Edin.,  F.R.C.S.Eng., 
Surgeon  to  the  Birmingham  and  Midland  Hospital  for 
Women  ;  3.'),  George  road,  Edgbaston,  Birmingham. 
Trans.  1 . 

1883t  Maurice,  Oliver  Galley,  7o,  London  street,  Reading. 
C.'uncil,  1888-90. 

I899t  Maxwell,  John  Preston,  M.B.Lond.,  F.R.C.S.,  Chang- 
hoo,  c/o  E,  P.  Mission,  Amoy,  Cliina. 

1890  May,  Chichester  Goulu,  M.A.,  M. D.Cantab.,  Assistant 
Physician  to  the  Grosvenor  Hospital  for  Women  and 
Children  ;   ;")9,  Cadogan  place,  S.W. 

I884t  Maynard,  Edward  Charles,  L.R. C.P.Ed.,  Arundel  lodge, 
Worthing. 

188."»t  Meller,  Charles  Booth,  L.R.C.P.  Ed.,  Cowbridge,  Gla- 
morganshire. 

1886     Mennell,  Zebulon,  I,  Royal  crescent,  Notting  hill,  W. 

1898     Menzies,  Henry,  M.B.Cantab.,  A,  Ashley  gardens,  S.W. 

1882  Meredith, William  Appleton,  M.B.,  CM.,  F.R.C.S.Eng., 
Surgeon  to  the  Samaritan  Free  Hospital  for  AVomen 
and  Children;  21,  Manchester  Square,  W.  Council, 
188G-8.      Fice-Pres.  \89\-3.     Trans.  3. 

1893t  Michie,  Harry,  M.B.  Aber.,  27,  Regent  street,  Notting- 
ham. 

1875*tMiLES,  Ahijah  J.,  M.D.,  Professor  of  Diseases  of  Women 
and  Children  in  the  Cincinnati  College  of  Medicine, 
Cincinnati,  Ohio,  U.S. 

1895t  Miller,  James  Thomas  Roceu,  Castlegate  House, 
Malton,  Yorkshire. 

1876*  Millman,  Thomas,  M.D.,  ^>9,  Yonge  street,  Toronto, 
Ontario,  Canada. 

1880t  Mills,  Robert  James,  M.B.,  M.C.,  3.5,  Surrey  street, 
Norwich. 

1892t  Milton,  Herbert  M.  Nelson,  Kasr-ei-Aini  Hospital, 
Cairo,  Egypt. 
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l869*tMiNNs,  Pkmbroke  R.  J.  B.,  M.D.,  Thetford,  Norfolk. 

1867*  Mitchell,  Robert  Nathal,   M.D.,  Brookwood,  Holling- 
ton,  St.  Leonard's-on-Sea. 

189^t  MoNDELET,  William  Henry,  M.D.,  1,  Gladstone  terrace, 
Brighton. 

1893t  MoNTBRUN,  D.  Antonio  de,  L.R.C.P.  Lond.,  Port  of  Spain, 
Trinidad,  W.I. 

1877     Moon,  Frederick,  M.B.,26,  St.  Thomas's  Street,  London 
Bridge,  S.E. 

I859t  MooRHEAD,  John,  M.D.,  Surgeon  to  the  Weymouth   Infir- 
mary and  Dispensary  ;  Weymouth,  Dorset. 

1895     MoRisoN,    Henry    Bannermann,   M.B.   Durh.,  Lindley 
Lodge,  Mottingham,  Eltham,  S.E. 

1890  MoRUis,    Charles    Arthur,    M.A.,    M.B.,    B.C.Cantab., 

F.R.C.S.,  29,  Eccleston  street,  Eaton  square,  S.W. 

1883     Morris,  Clarke  Kelly,  Gordon  Lodge,  Charlton   road, 
Blackheath,  S.E. 

1899     Morris,    Ebwin  Hugh    Grant,    M.B.,    B.C.Cantab.,    8, 
Gloucester  terrace,  Onslow  gardens,  S.W. 

1893     Morrison,  James,  L.R.C.P.  Lond.,  Camden  House,  Wylde 
green,  Birmingham. 

1893t  Morse,   Thomas  Herbert,  F.R.C.S.,  All  Saints'  green, 
Norwich.      Trans.  1. 

1891  Moktlock,  Charles,  L.R.C.P.  Lond.,  27,  Oxford  square, 

Hyde  park,  W. 

1886t  Morton,     Shadforth,  M.D.  Durham,  24,  Wellesley  road, 
Croydon. 

189G     MuGKORD,    Sidney  Arthur,  L.R.C.P.,    135,  Kennington 

park  road,  S.E. 
1893     Muir,   Robert  Douglas,  M.D.,  The  Limes,  New  Cross 

road,  S.E. 
1896t  Murphy,   James    Keogh,  M.A.,  M.D.,  B.C.Cantab.,  35, 

Princes  square,  Bayswater,  W. 
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1885     Murray,    Charles    Stormont,    L.R.C.S.  and  L.M.   Kd., 

Ho,  Gloucester  place,  Portnian  square,  W. 
1893t  Murray,  Robert  Milne,  M.B.  Edin.,  11,  Chester  street, 

Edinburgh. 
I893t  Nairne,   John    Stuart,    F.R.C.S.   Ed.,  141,  Hill  street* 

Garnethill,  Glasgow. 
1897t  Nanavatty,  Byramgi  Hormayi.M.D.,  F.R.C.S. Ed.,  B.J. 

School  of  Medicine,  .Ahniedabad,  Bombay  Presidency. 
1887     Napier,    A.    D.    Lkith,    M.D.  Aber.,    .M.R.C.P.  Load., 

F.R.S.Edin.,    North    terrace,     East    Adelaide,   South 

Australia.     Trans.  2. 
I896t  Nariman,   R.  T.,  M.D.  Bru.x.,  Parsi    Lying-in    Hospital, 

Bombay. 

1892t  Nash,  AV.  Gifford,  F.R.C.S.,  Clavering  House,  De  Parys 

avenue,  Bedford. 
I859t  Neal,  James,  M.D.,  Parterre,  Sandown,  Isle  of  Wight. 

18.')9*tNEWMAN,  William,  M.D.,  Surgeon  to  the  Stamford  and 
Rutland  Infirmary  ;  Barn  Hill  House,  Stamford, 
Lincolnshire.  Council,  18/3-.").  Vice-Pres.  187()-7. 
Trans,  h. 

I889t  Newnham,  William  Harry  Christopher,  M.A., 
M.B.  Cantab.,  Physician-Accoucheur  to  tlie  Bristol 
General  Hospital  ;  Chandos  Villa,  Queen's  road, 
Clifton,  Bristol. 

I89.jt  Nrwstead,  James,  9,  York  place,  Clifton,  Bristol. 

1893t  Nichol,  Frank  Edward,  M.A.,  M.B.,  B.C.  Cantab., 
I  I ,  Ethelbert  Terrace,  Margate. 

!873t  Nichol  on,  Arthur,  M.B.  Lond.,  30,  Brunswick  square, 
Brighton.     Council,  1807-9. 

1894     Nicholson,  Edgar,  M.R.C.S.,  The  Laurels,  High  street, 

Fenny  Stratford,  Bucks. 
1876*  Nix,  Eow.i^Rn  James,    M.D.,    II,    Weymouth   street,   W. 

Council,  1889-90. 
I882t  Norman,  John  Edward,  Lismore  House,  Hebburn-on-Tyne. 
ISgrjf  Or.LE.  John  Gilbert,  M.D.O.xon.,  Reigate,  Surrey. 
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1888  Oliver,  Franklin  Hewitt,  L.R.C.P.  Lond.,  2,  Kingsland 
road,  N.E. 

1899t  OsBORN,   Francis  Arthur,   L.R.C.P. Lond.,  The  Chalet, 

Dover. 
1890t  OsBURN,  Harold  Burgess,  L.R.C.P.,  Bagshot,  Surrey. 

1877t  Osteeloh,  Paul  Rudolph,  M.D.Leipzic,  Physician  for 
Diseases  of  Women,  Diaconissen  Hospital;  16,  Sido- 
nienstr.,  Dresden. 

1892  Owek,  Samuel  Walshe,  L.R.C.P. Lond.,  10,  Shepherd's 
Bush  road,  W. 

1889*  Page,  Harry  Marmaduke,  M.D.Brux.,  F.R.C.S.,  26, 
Ashley  gardens,  Victoria  street,  S.W. 

18911  Page,  Herbert  Markant,  M.D.Brux.,   16,  Prospect  hill, 

Redditch. 
1877*  Paramore,  Richard,  M.D.,  2,  Gordon  square,  W.C. 

1867*tPARKS,  John,  Bank  House,  Manchester  road,  Bury,  Lanca- 
shire. 

1887  Parsons,  John  Inglis,  M.D.Durh.,  M.R.C.P.,  Physician 
to  Out  Patients,  Chelsea  Hospital  for  Women,  3,  Queen 
street.  May  fair,  W.      Trans.  2. 

1880     Parsons,  Sidney,  78,  Kensington  Park  road,  W. 

1865*tPATERSON,  James,  M.D.,  Hayburn  Bank,  Partick,  Glasgow. 

1899     Paul,  J.  E.,  M.D.,  26,  Queensborough  terrace,  Bayswater, 

W. 
1882*  Peacey,  William,  M.D.,    Rydal  Mount,  St.  John's  road, 

Eastbourne. 
1894     Peake,  Solomon,  M.R.C.S.,  118,  Percy  road,  Shepherd's 

Bush,  W. 

1899  Peck,  Francis  Samuel,  M.R.C.S.Eng.,  Major,  Indian 
Medical   Service;  6,  Harrington  street,  Calcutta. 

1871*  Pedler,  George  Henry,  6,  Trevor  terrace,  Rutland  gate, 
S.W.     Council,  1897-8. 
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188u*tPEULEY, Thomas  Franklin, M.I).,  Rangoon, India.  Tra/is.  1. 

1898  Penny,  Alfred  Gebvase,  M..\.,  M.B.,  B.C.Cantab., 
Queen'.s  .\venue,  Muswell  Hill,  N. 

ISSlf  Perigal,  Arthur,  M.D.,  New  Barnet,  Herts.  Council, 
1892-3. 

1893  Perkins,  George  C.  Steele,  M.D.,  So,  Wimpole  street, 

W. 

187 It  Perrigo,  James,  M.D.,  826,  Sherbrooke  street,  Montreal, 
Canada.     Hon.  Loc.  Sec. 

1879*tPESiKAKA,  HoRMASJi  DosABHAi,  23,  Hombv  row,  Bombay. 

1894  Petty,    David,   M.B.,   C.M.Edin.,   6,    Higb   road,   South 

Tottenham,  N.E. 

1879  Phillips,  George  Richard  Turner,  28,  Palace  court, 
Bayswater  hill,  W.     Covncil,  1891. 

1882  Phillips,  John,  M.A.,  M.D.Cantab.,  F.R.C.P.,  Obstetric 
Physician  to  King's  College  Hospital,  and  Lecturer 
on  Practical  Obstetrics  in  King's  College;  68, 
Brook  street,  W.  Council,  1887-9,  1893.  Hon. 
Lib.  1894-.T.  Hon.  Sec.  1896-9.  Board  £xam.  Mid- 
wives.  \S92-A.     Vice  l^res.  1900-1.     Trans.  II. 

1897  Phillips,  Llewellyn  C.  P.,  M.B.,  B.C.  Cantab.,  St.  Bar- 
tholomew's Hospital,  E.C. 

1878*  Philpot,  Joseph  Henry.  M.D.,  61,  Chester  square,  S.W. 
Council,  1891. 

1889t  PiNiioRN,  Richard,  L.R.C.P.  Loud.,  ."),  Cambridge  terrace, 
Dover.     Council,  1897-9. 

1889t  Playfair,  David  Thomson,  M.D.,  C.M.Edin.,  Redwood 
House,  Bromley,  Kent. 

1893  Playfair,  Hugh  James  Moon,  INI.D.Lond.,  Assistant  Phy- 
sician, Hospital  for  Women  and  Children,  Waterloo 
road;  7,  Upper  Brook  street,  Grosvcnor  square,  W. 
Council,  1900. 
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1864*  Playfair,  W.  S.,  M.D.,  LL.D.,  F.R.C.P.,  Physician- 
Accoucheur  to  II. I.  &  R.H.  the  Duchess  of  Edin- 
burgh ;  Consulting  Obstetric  Physician  to  King's 
College  Hospital,  38,  Grosvenor  street,  W.  Council, 
1867,  1883-5.  Hon.  Librarian,  1868-9.  Hon.  Sec. 
1870-72.  Vice-Pres.  1873-5.  Pres.  1879-80.  Trans. 
15. 

1891  Pollock,  William  Rivers,  M.B.,  B.C.Cantab.,  Assistant 
Obstetric  Physician  to  the  Westminster  Hospital,  56, 
Park  street,  Grosvenor  square,  W.  Council,  1895-7. 
Board  Exam.  Midwives,  1898-9. 

1876*  Pope,  H.  Campbell,  M.D.,  F.R.C.S.,  Broomsgrove  Villa, 
280,  Goldhawk  road,  Shepherd's  Bush,  W. 

I891t  Pope,  Henry  Sharland,  M.B., B.C.Cantab.,  CastleBailey 
Bridgwater. 

1888*  PoPHAM,  Robert  Brooks, M.E.C.P.Edin.,  L.R.C.P.Lond., 
care  of  Dr.  MacVine,  350,  Camden  road,  N.W. 

1893  Powell,  Herbert  Edward,  Glenarm  House,  Upper 
Clapton,  N.E. 

1886  Prangley,  Henry  John,  L.R.C.P.  Lond.,  Tudor  House, 
197,  Anerley  road,  .\nerley,  S.E. 

1880*  Prickett,  Marmaduke,  M.A.Cantab.,  M.D.,  Physician  to 
the  Samaritan  Hospital  ;  27,  O.xford  square,  W. 
Council,  1892. 

1895  Priestley,  R.  C,  M.A.,  M.B.Cantab.,  81,  Linden  gardens, 
Bayswater,  W. 

1898t  Purslow,  Charles  Edwin,  M.D.,  M.R.C.P.Lond.,  Hono- 
rary Obstetric  Officer,  Queen's  Hospital,  Birmingham  ; 
192,  Broad  street,  Birmingham. 

1876*tQuiRKE,  Joseph,  M.R.C.P.  Ed.,  The  Oaklands,  Hunter's 
road,  Handsworth,  Birmingham. 

1878t  Rawlings,  John  Adams,  M.R.C.P. Ed. ,Pre8wylfa,  Swansea. 
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1897     Rawlings,  J.  D,  M.B.Lond.,  Rose  Hill  House,  Dorking. 

1870*  Ray,  Edward  Reynolds,  15a,  Upper  Brook  street,  W. 

1894t  Kayner.  Herbert  Edward,  F.E.C.S.,  Harcourt  House, 
Camberley,  Surrey. 

1899t  Rayner,  David  Charles,  F.R.C.S.Eng.,  Oriel  villa,  Ah, 
Gotham  road,  Bristol. 

I860*  Raykek,  John,  M.D.,  Swaledale  House,  Higlibury  quad- 
rant, N. 

1879  Read,  Thomas  Laurence,  11,  Petersham  terrace,  Queen's 
gate,  S.W.     Council,  1892. 

1879t  Rkii),  William  Loudon,  M.D.,  Professor  of  Midwifery  and 
Diseases  of  Women  and  Children,  Anderson's  College  ; 
Physician  to  the  Glasgow  Maternity  Hospital  ;  7,  Royal 
crescent,  Glasgow.     Council,  1899-1901. 

1893t  Renshaw,  Israel  James  Edward,  F.R.C.S.Edin.,  Ashton 
Grange,  Cross  street,  Ashton-npon-Mersey. 

1875*tREY,  EuGENio,  M.D.,  39,  Via  Cavour,  Turin. 

1890     Reynolds,  John,  M  D.Brnx.,  II,  Bri.xton  hill,  S.W. 

I872t  Richardson,  William  L.,  jNLD.,  A.M.,  Professor  of  Obs- 
tetrics in  Harvard  University  ;  Physician  to  the  Boston 
Lying-in  Hospital  ;  22.5,  Commonwealth  avenue, 
Boston,  Massachusetts,  U.S. 

1889t  Richmond,  Thomas,  L.R.C. P.  Ed.,  22,  Holyrood  crescent, 
Glasgow. 

1871*  Rigden,  Walter,  M.D.  St.  And.,  16,  Thurloe  place,  S.W. 
Council,  1882-3.     Trans.  1. 

1892  Roberts,  Charles  Hubert,  M.D.Lond.,  F.R.C.S.Eng,, 
M.R.C.P.,  Physician  to  Out-patients  to  Queen  Char- 
lotte's Hospital;  Demonstrator  of  Practical  Midwifery 
and  Diseases  of  AVomen,  St.  Bartholomew's  Hospital  ; 
21,  Welbeck  street.  Cavendish  square.  Council, 
1897-9.      Board  Exam.  Midwives,  1901.     Trans.  4. 
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O.F.*t  Roberts,  David  Llotd,  M.D.,  F.R.C.P.,  F.R.S.  Edin., 
Consulting  Obstetric  Physician  to  the  Manchester  Royal 
Infirmary  ;  and  Lecturer  on  Clinical  Midwifery  and  the 
Diseases  of  Women  in  Owens  College;  11,  St.  John 
street,  Deansgate,  Manchester.  Council,  1868-70, 
1880-2.    Vice-Pres.  18/1-2.     Trcms.  5. 

1867*  Roberts,  David  W.,  M.D.,  56,  Manchester  street,  Man- 
chester square,  W. 

I890t  Roberts,  Hugh  Jones,  Gwyddfor,  Penygroes,  R.S.O.,  N. 
Wales. 

1893  Roberts,  Thomas,  2,  Selborne  gardens,  York  road,  Ilford, 
Essex. 

1874*  Robertson,  William  Borwick,  M.D.,  St.  Anne's,  Thurlow 
park  road.  West  Dulwich,  S.E. 

1892  Robinson,  George  H.  Drummond,  M.D.,  B.S,  Loud. 
Assistant  Obstetric  Physician,  West  London  Hospital ; 
84,  Park  street,  Grosvenor  square,  W.  Council,  1899- 
1900.    Board  Exam.  Midwives,  1898-1900.    Trans.  2. 

1887  Robinson,  Hugh  Shapter,  L.R.C.P.  Ed.,  Talfourd  House, 
Camberwell,  S.E. 

1895f  RoBsoN,  Alfred  William,  M.D.Bru.K.,  Kempstow  House, 
111,  Park  road,  Aston,  Birmingham. 

lS90t  RoBsoN,  A.  W.  Mayo,  F.R.C.S.,  7,  Park  square,  Leeds. 

1876t*RoE,  John  Withinqton,  M.D.,  Ellesmere,  Salop. 

1874*tRooTs,  William  Henry,  Canbury  House,  Kingston-on- 
Thames. 

1874  KoPER,  Arthur,  M.D. St. And.,  Colby,  Lewisham  hill,  S.E. 
Council,  1886-8. 

1859  Rose,  Henry  Cooper,  M.D.,  16,  Warwick  road,  Maida 
hill,  W.     Council,  1875-7.     Trans.  4. 

1893t  RosENAU,  Albert,  M.D.,  Hotel  Victoria,  Kissingen, 
Bavaria.     {Winter,  Avenue  la  Costa,  Monte  Carlo.) 
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Elected 

1884t  RossiTER,  George  Frederick,  M.B.,  Surgeon  to  the 
Weslon-snper-^Iare  Hospital ;  Cairo  Lodge,  Weston- 
super-Mare. 

lS84t  RoDGHTOX,  Walteu,  K.R.C.S.,  Cranborne  House,  New 
Baniet. 

1882*  RouTH,  Amand,  M.D.,  B.S.,  F.R.C.P.,  Obstetric  Physician 
and  Lecturer  on  Midwifery  at  Charing  Cross  Hos- 
pital; 14a,  Manchester  square,  W.  Council,  1886-8, 
189fi-7.  Board  Exam.  Midwives,  1893-5.  Hon. 
Lib.  1898-9.     //oh.  Sec.  190U-1.     Trans.  5. 

U.K.*  RoL Til,  Charles  Henry  Felix,  M.D.,  Consulting  Physician 
to  the  Samaritan  Free  Hospital  for  Women  and  Children  ; 
;"»2,  Montagu  square,  W.  Council,  1859-61.  Vice-Pres. 
1874-6.     Trans.  13. 

l887*tRowE,  Arthur  Walton,  M.D.  Uur.,  1 ,  Cecil  street,  Margate. 

1886  RusHWOKTH,  Frank,  M.D.  Loud.,  1a,  Goldhurst  terrace. 
South  Hampstead,  N.W. 

1888t  RusHWOKTH,  Norman,  L.R.C. P.  Loud.,  Beechfield,  Waltou- 
on-Thames. 

1886t  RuTiiEUFooRD,  Henry  Trotter,  M.A.,  M.D.  Cantab., 
Salisbury  House,  Taunton.  Council,  1892-3. 
Trans.  1. 

lH9.")t  Rutherford,  George  James,  L.U.C.P.Loud.  ;  A.C.S., 
Accra,  West  Africa. 

18d6*tSAB0iA,  Baron  V.  de,  M.D.,  Director  of  the  School  of  Medi- 
cine, Rio  de  Janeiro  ;  7,  Rua  doni  Afifonso,  Petropolis, 
Rio  Janeiro.     Trans.  2. 

1864*tSALTER,  John  H.,  D'Arcy  House,  Tolleshunt  d'Arcy,  Kel- 
vedon,  Essex.     Council,  1894-6. 

1868*  Sams.  John  Sutton,  St.  Peter's  Lodge,  Eltham  road,  Lee, 
S.E.     Council,  1892. 

1886t  Sanderson,  Robert,  M.B.  Oxon.,  .")6,  Brunswick  square, 
Brighton. 

1872     Sangsteb,  Charles,  148,  Lambeth  road,  S.E. 
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Elected 

1877  Savory,  Chakles  Tozer,  M.D,,  25,  Grange  road,  Canon- 
bury,  N.     Trans.  1. 

1894t  Savory,  Horace,  M.A.,  M.B.,  B.C.Cantab.,  45,  Harpur 
street,  Bedford.      Trans.  1. 

1890  ScHACHT,    Frank    Frederick,    B.A.,    M.D.Cantab.,    153, 

Cromwell  road,  S.W. 

1888  Scott,  Patrick  Cumin,  B.A.,  M.B.  Cantab.,  38,  Shooter's 
Hill  road,  Blackheath,  S.E. 

1882     Serjeant,  David  Maurice,  M.D.,  27,  Peckham  road,  S.E. 

1875     Seton,   David    Elphinstone,  M.D.,    1,  Emperor's  gate, 

S.W.     Council,  18S4. 
1896t  Sharman,  Mark,  M.B.,  C.M.Glas.,  Rickmausworth. 

1894t  Sharpin,  Archdale  Lloyd,  L.E.C.P.  Loud.,  23,  Kimbol- 
ton  road,  Bedford. 

1887  Shaw,  John,  M.D.  Lond.,  Obstetric  Physician  to  the  North- 
West  London  Hospital ;  32,  New  Cavendish  street, 
Cavendish  square,  W.     Trans.  3. 

1891  Shaw-Mackenzie,   John    Alexander,    M.D.  Lond.,   31, 

Grosvenor  street,  W. 

1900t  Shepherd,  Thomas  William,  L.R.C.S.Ediu.,  Castle 
Hill  House,  Launceston. 

1900  Sherrex,  James,  L.R.C.P.Lond.,  F.R.C.S.Eng.,  London 
Hospital,  E. 

1888t  Sinclair,  William  Japp,  M.D.  Aber.,  Honorary  Physician 
to  the  Southern  Hospital  for  Women  and  Children  and 
Maternity  Hospital,  Manchester ;  and  Professor  of 
Obstetrics  and  Gynaecology,  Owens  College,  Man- 
chester; 250,  Oxford  road,  Manchester.  Council,  1899- 
1901.     Trans.  I. 

I881t  Sloan,  Archibald,  M.B.,  21,  Ehnbank  street,  Glasgow. 

1876t  Sloan,  Samuel,  M.D.,  CM.,  5,  Somerset  place,  Sauchiehall 
street  west,  Glasgow. 

1890t  Sloman,  Frederick,  IS,  Montpellier  road,  Brighton. 

1861  Slyman,  William  Daniel,  26,  Caversham  road,  Kentish 
Town,  N.W.      Council,  1881. 
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Elected 

1867*  Smith,    Heywood,    M.D.,    18,   Harley   street,   Cavendish 

square,  W.     CouwciV,  18/2-5.     Board  Exam.  Midwives, 

1874-6.     Trans.  6. 
187o     Smith,  Richard  Thomas,  M.D.,  Physician  to  the  Hospital 

for  Women,  Soho  square  ;   1 1  7,  Haverstock  hill,  N.W. 

1886t  Smith,  Samuel  Parsons,  L.K.Q.C.P.I.,  Park  Hyrst, 
Addiscombe  road,  Croydon. 

I899t  Smyly,  William  Josiah,  M.D.,  F.R.C.P.I.,  58,  Merriou 

square,  Dublin. 
1899t  Smithson,  Oliver,  L.R.C.P.,  Gas  street,  Kettering. 
1895     SoDEN,   Wilfred    Newell,    M.B.Lond.,    186,   Amhurst 

road,  Hackney,  N.E. 

1895  Sparks,  Charles  Edward,  ;\I.B.,  B.C.,  B.A.Cantab., 
Netherdale,  Church  End,  Finchley,  N, 

1868*  Spaull,  Barnaed  E.,1,  Stanwick  road,  West  Kensington,  W. 

1888*  Spencer,  Herbert  R.,  M.D.,  B.S.Lond.,  F.R.C.P.,  Pro- 
fessor of  Midwifery  in  University  College,  London, 
and  Obstetric  Physician  to  University  College  Hospital ; 
104,  Harley  street,  W.  Cownc//,  1890-92.  BoardExam. 
Midwives,    1896-7.     Hon.  Sec.  1898-1901.     Trans.  8. 

1876t  Spencer,  Lionel  Dixon,  M.D.,  Brigade-Surgeon,  I. M.S., 
Bengal  Establishment  [care  of  Messrs.  Grindlay  and  Co., 
55,  Parliament  street,  S.W.]. 

1882  Spooner,  Frederick  Henry,  M.D.,  Maitland  Lodge, 
Maitland  place,  Clapton,  N.E. 

1876t  Spurgin,  Herbert  Branwhite,  82,  Abington  street, 
Northampton. 

1897  Stabb,  Arthur  Francis,  .M.B.,  B.C.Cantab.,  Assistant 
Obstetric  Physician  to  St.  George's  Hospital,  and 
Lecturer  in  Midwifery  in  the  University  of  Cambridge  ; 
109,  Harley  street,  NV.     Council,  1899-1901. 

1893  Stack,    E.    H.    Edwards,    M.B.,    B.C.Cantab.,    Royal 

Infirmary,  Bristol. 

1894  Stevens,   Thomas    George,    M.D.,    B.S.    Lond.,   8,    St. 

Thomas's  street,  S.E.     Trans.  2. 
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1884t  Stevenson,  Edmonu  Sinclaik,  F.R.C.S.  Ed.,  Strathallan 
House,  Rondeboscb,  Cape  of  Good  Hope.     Trans.  2. 

1877t  8TEPHENSON,  WiJ.LiAM,  M.D.,  Professor  of  Midwifery, 
University  of  Aberdeen  ;  3,  Rubislaw  terrace,  Aberdeen. 
Council,  1881-3.      Fice-Fres.,  1887-9.     Trans.  2. 

1875*tSTEWART,  William,  F.K.C.P.  Ed.,  26,  Letbbridge  road, 
Soutbport. 

1884t  Stiven,  Edward  W.  F.,  M.D.,  Tbe  Manor  Lodge,  Harrow.- 
on-tlie-Hill. 

1884  Stivens,  Bertram  H.  Lyne,  M.D.Brux.,  1U7,  Park  street, 
Grosvenor  square,  W. 

1883  Stocks,  Frederick,  421,  Wandswortb  road,  S.W. 

1894t  Stott,  William    Atkinson,  M.E.C.S.,  L.ll.C.P.  Lond., 

1,  Grove  terrace,  Leeds. 
1866*  Strange,    William    Heath,    M.D.,    2,    Belsize   avenue, 

Eelsize  park,  N.W.     Council,  1882-4. 

1895  Stuck,  Sidney  Joseph,  M.D.,  Whitechapel  Infirmary,  E. 

1898t  Sturmer,  Arthur  James,  Lieut. -Col.,  Indian  Medical 
Service,  Madras. 

1884  Sunderland,   Septimus,  M.D.,   Pbysician   to   tiie    Koyal 

Hospital  for  Cbildren  and  Women;  11, Cavendish  place, 
Cavendisli  square,  W. 

1883*  Sutherland,  Henry,  M.A.,  M.D.  Oxon.,  M.R.C.P.,  21, 
New  Cavendish  street,  W. 

1894  Swallow,  Allan  James,  M.B.,  B.S.  Duth.,  o,  Mount 
Edgecumbe  gardens,  Clapham  rise,  S.W. 

1896  Swan,  Charles  Atkin,  M.B.,   B.Ch.Oxon.,  4,  Devonport 

street,  Hyde  Park,  W. 

1893  Swayne,  Francis  Grifeiths,  M.A.,  M.B.,  B.C.Cantab., 
15,  Church  road,  Norwood,  S.E. 

1859*tSwAYNE,  Joseph  Griffiths,  M.D.,  Consulting  Physician- 
Accoucheur  to  the  Bristol  General  Hospital ;  Emeritus 
Professor  of  Midwifery  in  University  College,  Bristol ; 
Harewood  House,  74,  Pembroke  road,  Clifton,  Bristol. 
Council,  18G0-1.  Vice-Pres.  1862-4.  Trans.  9. 
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Elected 

18y2t  S WAYNE,  Walter  Carless,  M.D.Lond.,  Obstetric  Phy- 
sician, Bristol  IJoyal  Infirmary;  Lecturer  on  Practical 
Midwifery  in  University  College,  Bristol;  S.Leicester 
place,  St.  Paul's  road,  Clifton. 

1888*  Sworn,  Henry  George,  L.K.Q.C.P.  &  L.M.,  5,  Highbury 
crescent,  N. 

1883  Tait,  Edward  Sabink,  M.D.,  -18,  Highbury  park,  N. 
Council,  1892-4.      Trans.  1. 

1879  Tait,  Edward  W.,  10,  Ellerdale  road,  Hampstead,  N.W. 
Council,  1886-7. 

1880*tTAKAKi,  Kanaheiro,  F.R.C.S.,  10,  Nishi-Konyacho,  Kio- 
bashika,  Tokio,  Japan.     Hon.  Loc.  Sec. 

1859  Tapson,  Alfred  Joseph,  M.B.Lond.,  Heath  Lodge, 
Hillingdon,  Uxbridge.  Council,  1862-4.  Vice-Pres. 
1891. 

1891  Targett,    James    Henry,    M.B.,    M.S.  Lond.,   F.R.C.S., 

Assistant  Obstetric  Surgeon  to  Guy's  Hospital,  6, 
St.  Thomas's  street,  S.E.  Council,  1895.  Board 
Exam.  Midwives,  1 900- 1 . 

1892  Tate,  Walteii   William    Hunt,    M.D.Lond.,   Assistant 

01).«tetric  Physician  to,  and  Lecturer  on  Midwifery 
and  the  Diseases  of  Women  at,  St.  Thomas's  Hospital; 
57,  Queen  Anne  street.  Cavendish  square,  W.  Council, 
1895-7.     Board  Exam .  Midwives,  1898-9.      Trans.  1 . 

1871  Tayler,  Francis  T.,  B.A.  Loud.,  M.B.,  Claremont  villa, 
224,  Lewisham  High  road,  S.E. 

1900  Taylor,  Frank  Edward,  M..\.,  31. B.,  Queen  Charlotte's 
Hospital,  N.AV, 

J869t   Iayi.or,  John,  Earl's  Colne,  Halstead,  Essex. 
1890*tTAYLOK,    John     William,     F.R.C.S.,     Surgeon     to    the 

Biimingham     and     INIidland     Hospital    for    Women  ; 

Proft.'ssor   of  Gynaecology,    Birmingham    University 

22,  Newhall  street,  Birmingham.     Trans.  2.     Counci., 

1 900-1. 

1892     Taylou,  Wii.Li.^M  Bkamllv,  145,  Denmark  hill,  S.E. 
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Elected 

1885t  Taylur,  William  Charles  Everley,  M.R.C.P.  Edin.,  '6A, 

Queen  street,  Scarborough. 
lS94t  Tench,  Montague,   M.D.  Briix.,  L.R.C.P.   Lond.,  Great 

Dunmow,  Essex. 
ISyOf  Thomas,  Benjamin  Wilfhed,  L.R.C.P.  Lond.,  Welwyu. 
1899t  Thomas,  J.  Raglan,  M.D.,  13,  West  Soutliernhay,  Exeter. 

I887t  Thomas,  William  Edmund,  L.R.C.P.Ed.,  Pentwyn, 
Bridgend,  Glamorganshire. 

1867*tTH0MPS0N,  Joseph,  L.R.C.P.  Lond.,  Surgeon  to  the 
General  Hospital  and  Hospital  for  Women,  Notting- 
ham ;  I,  Oxford  street,  Nottingham.  Trans.  I.  Hon. 
Loc.  Sec.     Council,  1896-8. 

1878     Thomson,    David,   M.D.,    33,    Lowndes   street,    Belgrave 

square,  S.W. 
1873*  TicEHURST,  Charles  Sage,  Petersfield,  Hants. 

I895t  Tinley,  William  Edwin  FALKiNGRiDGE,M.B.,B.S.Durh., 
Thorsgrit,  Whitby. 

1879t  TivY,  William  James,  F.R.C.S.  Ed.,  8,  Lansdown  place, 

Clifton,  Bristol. 
1872t  ToTOTSCHiNOFF,  N.,  M.D.,  Charkoff",  Russia. 
1884     Travers,  William,  M.D.,  2,  Pliillimore  gardens,  W. 

1893t  Trethowan,  William,  M.B.,  CM.  Aber.,  care  of  Dr.  Mac- 
Williams,  Perth,  Western  Australia. 

1886t  TucKETT,  Walter  Reginald,  Woodhouse  Eaves,  near 
Loughborough. 

1898     Turner,  Arthur  Scott,  L.R.C.P. Lond.,  Stanton,  Anerley, 

S.E. 
1865*  Turner,  John   Sidney,  Stanton  House,  81,  Anerley  road, 

Upper  Norwood,  S.E.     Council,  1893-4. 

1891  Turner,  Philip  Dymock,  M.D. Lond.,  Sudbury  villa, 
Ryde,  Isle  of  Wight.     Trans.  1 . 

1861  Tweed,  John  James,  F.R.C.S.,  14,  Upper  Brook  street, 
W.     Council,  1896. 

1897  Twynam,  George  Edward,  L.R.C.P.Lond.,  31,  Gledhow 
gardens,  S.W. 
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Elected 

1890     Tyrbell,    Waltee,  L.R.C.P.Lond.,    104,  Cromwell  road, 

S.W. 
1893     Umney,  William  Francis,  M.D.Loud.,  Heatherbell,  15, 

Crvdtal  Palace  park  road,  Sydenham,  S.E. 
1874*  Venn,  Albert  John,  M.D.,  63,  Grosvenor  street,  W. 

1873*  Verley,  Reginald  Louis,  F.R.C.P.  Ed.,  Constitutional 
Club,  W.C. 

1892t  Verrall,  Thomas  Jenneh,  L.R.C.P.Lond.,  97,  Mont- 
pellier  road,  Brighton. 

190U*  Vincent,  Ralph  Henry,  M.B.,  B.S.Durh.,  Uueen  Char- 
lotte's Hospital,  N.W, 

1879t  Wade,  George   Herbert,  Ivy  Lodge,  Chislehurst,  Kent. 

Council,  1892-3. 
1894t  Waqstaff,     Frank     Alex.,     L.R.C.P.  Loud.,     Saffron 

Walden,  Esse.x. 
1860t  Wales,  Thomas  Garneys,  Downliam  Market,  Norfolk. 
1898t  Walker,  Alfred,  M.D.,   B.C.,   M. A. Cantab.,   12,  Ling- 
field  road,  Wimbledon. 
1866*tWALKEi{,  Thomas  James,  J\1.D.,  Surgeon  to   the  General 

Infirmary,  Peterborough  ;  3ii,  Westgate,  Peterborough. 

Council,  1878-80.     Hon.  Loc.  Sec. 
1889     Wallace,  Abraham,  M.D.  Edin.,  39,  Harley  street,  W. 
1870     Wallace,   Frederick,    Foulden    Lodge,    Upper   Clapton, 

N.E.     Council,  1880-2. 
1897t  Wallace,    James    Robert,    M.D.Brux.,    F.R.C.S.I.,  50, 

Park  street,  Calcutta. 
1883     Wallace,  Richard  Unthank,  M.B.,  Cravenhurst,  Craven 

park,  Stamford  hill,  N. 
1893t  Walls,   Wim  lam    Kav,  M.B.  Lond.,  14,  St.  John  street, 

Manche^li-r. 
1879*tWALTER,    Wii.MAM,    M.A.,    M.D.,  Surgeon  to  St.  Mary's 

Hosjjital,    Manchester  ;     20,    St.    Juhn    street,     Man- 
chester. 
1867*tWALTEiis,  James  Hopkins,  Surgeon  to  the  Royal  Berkshire 

Hospital ;  15,  Friar  street,  Reading,  Berks.     Council, 

1884-6.     Trans.  1.     Hon.  Loc.  Sec. 
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Elected 

1873t  Walters,  John,  M.B.,  Church  street,  Reigate,  Surrey. 
Council,  1896-8.     Trmis.  1. 

1898*tWARD,  Charles,  F.E.C.S.I.,  M.R.C.S.Eng.,  Pieterir.aritz- 
burg,  Natal,  S.  Africa. 

1895  Warner,  Frederick  Ashton,  L.R.C.P.,  10,  Brechin 
place,  South  Kensington,  S.W. 

1898t  Watson,  C.  R.,  M.D.Brux.,  3,  Mount  Ephraim  road, 
Tunbridge  Wells. 

1899t  Watson,  Harry  Jackson,  M.D.,  CM.  Toronto,  c/o.  Chief 
Surgeon,  Department  of  Southern  Lugon,  Manila, 
Philippine  Islands. 

1884t  Waugh,  Alexander,  L.E.C.P.  Lond.,  Midsomer-Norton, 
Bath. 

1894t  Webb,  John  Curtis,  M.A.,  M.B.,  B.C.Cantab.,  6,  Colling- 
ham  place,  Earl's  Court. 

1886t  Webber,  William  W.,  L.R.C.P.  Ed.,  Crewkerne. 
1893t  Webster,  Thomas  James,  Brj'nglas,  Merthyr  Tydvil. 
1897t  Weeks,  Courtknay  Charles,  L.R.C.P. Loud.,  9,Lewisham 
park,  Lewisham,  S.E. 

1886t  West,  Charles  J.,  L.R.C.P.  Lond.,  The  Grove,  Fulbeck, 
Grantham. 

1888*  Weston,  Joseph  Theophilus,  M.D.Brux.,  Civil  Surgeon, 
Hissar,  Punjab  (care  of  Messrs.  Thacker,  Spink,  and 
Co.,  booksellers  and  publishers,  Government  place, 
Calcutta). 

1890  Wheaton,  Samuel  W.,  M.D.Lond.,  Physician  to  the  Royal 
Hospital  for  Children  and  Women  ;  76,  The  Chase, 
Clapham  common,  S.W. 

1889t  Whitcombe,     Charles     Henry,     F.R.C.S.  Edin.,     281, 

Queen's  road,  Halifax. 
1890     White,   Charles     Percival,    M.A.,   M.B.,    B.C. Cantab., 

22,  Cadogan  gardens,  S.W.     Council,  1901. 
1882     Wholey,  Thomas,  M.B.  Durh.,  Winchester  House,  .50,  Old 

Broad  street,  E.C, 
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Elected 

IJtOlt  Wififi,  IIknio    HifiiiAM,  M.D.Erux.,  L.K.C. P. Adelaide. 

10(11  AVii.T.i:v,  V.  J.  I.,  M.H.,  li.S.,  The  Wydi,  Avenue  road, 
llij^lii^iite. 

ISO  It  Williams,  John  ]).,  M.D.  Ed.,  B.Sc,  2(1,  Windsor  place, 
Cardiff. 

1872  Williams,  Sir  Jons,  Bart.,  M.D.,  F.R.C.P.,  Physician- 
Accoucheur  to  H.R.H.  Princess  Beatrice,  Princess 
Henry  of  Battenberg ;  Consulting  Obstetric  Physician 
to  University  College  Hospital  ;  G.3,  Brook  street,  Gros- 
venor  square,  W.  Council,  1S7.")-G,  1892,  189-1. 
//o«.  .S>c.  1877-9.  Vice-Pres.  \S^Q-2.  Board  Exam. 
Mid  wives,  1 88 1  -2  ;  Chairman,  1 88-4  -  (i .  Pres.  1 887-8 . 
Trans.  12.     Trustee. 

1897  Williams,  Joseph  William,  L.U.C.P.,  128,  Mansfield 
road,  Gospel  Oak,  N.W. 

1890  WiL!,iAMs,  Reginald  Muzio,  M.D.Lond..  .35,  Kensington 
park  gardens,  W. 

1890  AVilliamson,  Heubeut,  :\r..A.,  :\1.B.,  B.C.Cantab.,  10, 
lientinck  street,  ^lanchester  square,  W.      Trans.  1. 

18S1  Willis,  Julian,  M.R.C.P.  Ed.,  care  of  Walter  Willis,  Esq., 
20,  Nottingham  place,  York  gate,  W. 

1898t  Wilson,  Claude,  M.D.Iidin..  Belmont,  Cluuch  road, 
Tunbridge  Wells. 

lSfl2t  Wilson,  Thomas,  M.D.,  B.S.Loud.,  F.R.C.S.,  Assistant 
Obstetric  Physician  at  the  General  Hospital,  Birming- 
ham ;  87,  Cornwall  street,  Ncwhall  street,  Birming- 
ham.     Trans.  .3. 

lOOOt  WiNnATE,  William  WAiiniiiTON,  M.B.,  B.C.Cantab.,  GO, 
St.  Andrew's  street,  Cambridge. 

I8SGt  WiNTKUiiOTTOM,  Artiiui!  Tiiom AS,  L.R.C.P.  Ed.,  Lark  hill, 
iSwinton,  Manchester. 

189Ct  WiNTi-H,  John  Bkadhukv,  L.K.C.P,  28,  Montpelier  road, 
Brighton. 
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JANUARY  Skd,  1900. 

Alban  Doran,  F.R.C.S.,  President,  in  the  Chair. 

Present — 26  Fellows  and  1  Visitor. 

Books  were  presented  by  the  Clinical  Society,  the  Societe 
de  Medecine  de  Ronen,  Dr.  Peter  Thompson,  Dr.  Frommel, 
Prof.  Varnier,  Dr.  J.  Whitridge  Williams,  and  Prof.  Klein- 
wachter. 

Oliver  Smithson,  L.E.C.P.  (Grays),  and  Godfrey  C.  B. 
Hawes,  L.E.C.P.  (Pangbourne),  were  declared  admitted. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  : — Ernest  James  Hayford,  M.D.  (Freetown,  Sierra 
Leone),  and  William  Warburton  AVingate,  M.B.,  B.C. 
Cantab.  (Cambridge). 
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ADKNOMA    OF    THE    UTERDS. 


SPECIMEN  OF  ADENOMA  OF  THE  UTERUS. 

(See  Plate  I,  figs.  1  aud  2.) 

Shown  by  T.  W.  Eden,  M.D.,  M.K.C.P. 

Dr.  Edkn  said  the  history  of  the  patient  whose  uterus 
lie  now  showed  to  the  Society  was  as  follows  : — She  was 
a  widow,  aged  49,  nulliparous,  and  she  had  suffered  from 
metrorrhagia  for  six  months.  On  June  6th,  1899,  she  was 
seen  by  Dr.  Amand  Routh  in  consultation  with  Dr.  Walker, 
of  Hamilton  Terrace,  and  the  presence  of  a  growth  of  the 
size  of  a  billiard  ball  was  detected  in  the  cervical  canal, 
which  was  considerably  dilated.  On  June  13th  this  growth 
was  removed  by  Dr.  Routh,  and  it  appeared  so  friable  that 
he  formed  the  opinion  that  it  was  malignant.  The  portions 
of  growth  removed  were  then  sent  to  him  (Dr.  Eden)  for 
microscopic  examination.  He  found  that  the  growth  con- 
sisted of  gland  tubules  embedded  in  an  abundant  stroma. 
The  epithelium  of  the  tubules  was  columnar  in  shape,  and 
the  cells  were  regular  in  distribution  and  showed  little  or 
no  tendency  to  proliferate.  The  stroma  consisted  of  well- 
formed  fibro-muscular  tissue,  very  like  the  tissue  of  the 
uterine  wall,  and  in  proportion  to  the  tubules  was  very 
abundant.  He  therefore  formed  the  opinion  that  the 
growth  was  a  fibro-adenoma,  non-malignant  in  character, 
and  reported  to  Dr.  Routh  to  that  effect.  Subsequently 
a  consultation  was  held  with  Sir  John  Williams,  to  whom 
the  microscopic  sections  were  also  submitted,  and  he,  while 
agreeing  in  calling  the  growth  an  adenoma,  expressed  the 
view  that  adenoma  of  the  body  of  the  uterus  occurring 
about  the  climacteric  period  was  always  malignant  in 
character,  and  therefore  advised  the  removal  of  the  uterus. 
This  was  done  by  Dr.  Routh  on  June  27th,  and  the  uterus 
was  handed  to  him  (Dr.  Eden)  for  further  examination. 
On  slitting  the  organ  open  no  trace  of  new  growth  was  to 
be   seen   in   any   part    with  the   naked    eye.      A    circular 


DESCRIPTION    OF    PLATE    I. 

Illustrating  Dr.  Eden's  specimen  of  Adenoma  of  the 
Uterus. 

Fig.  1, — Section  of  tissue  removed  by  the  curette,  showing  regular  gland 
tubules  and  abundant  rtbro-muscular  stroma. 

Fig.  2. — Section  through  uterine  wall  at  site  of  growth,  showing  penetra- 
tion of  gland  tubules  between  the  fibro-muscular  bundles. 
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Fig.   2. 
lUustialint:  Dr.  Fden's  Case  of  .Adenoinu  of  tlie  Uterus 
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depression,  rather  larger  than  a  sixpence,  was  seen  a  little 
above  the  level  of  the  internal  os,  which  represented  the 
site  of  attachment  of  the  growth  which  had  been  previously 
removed ;  otherwise  the  uterus  appeared  to  be  normal.  A 
small  piece  of  the  uterine  wall  was  cut  from  the  base  of 
this  depression,  and  microscopic  sections  were  taken  with 
great  care  in  a  plane  vertical  to  the  surface.  The  micro- 
scope shoAved  that  a  thin  superficial  layer  of  tissue  remained, 
exactly  similar  to  the  growth  previously  removed.  The 
deeper  tubules,  however,  showed  marked  epithelial  pro- 
liferation, leading  to  the  formation  of  spaces  packed  with 
irregular  round  and  oval  cells.  Some  of  the  neigh- 
bouring tubules  fused  with  one  another ;  and  further,  a 
chain  of  gland  tubules,  very  like  normal  uterine  glands, 
could  be  seen  passing  deeply  among  the  fibro-muscular 
bundles  for  nearly  half  an  inch  from  the  surface.  The 
tubules  buried  in  the  uterine  wall  were,  however,  regular 
in  size  and  shape,  and  showed  no  epithelial  proliferation  ; 
only  the  tubules  on  the  surface  showed  the  latter  changes. 
On  the  whole  the  case  seemed  to  be  an  example  of  a 
growth  the  nature  of  which  was  open  to  doubt.  In  its 
general  characters  it  was  certainly  non-malignant ;  but  the 
two  points  mentioned,  viz.  the  epithelial  proliferation,  and 
the  penetration  of  the  tubules  into  the  uterine  wall,  were 
points  in  favour  of  malignancy.  It  must  be  remembered, 
hoAvever,  that  under  normal  conditions  the  uterine  gland 
tubules  often  penetrated  the  muscular  wall  to  some  extent. 
Unfortunately  the  patient  died  suddenly  of  pulmonary 
embolism  on  the  fourteenth  day  after  the  operation,  and  no 
light  could  therefore  be  thrown  upon  the  question  by  the 
subsequent  history  of  the  case. 

The  President  alluded  to  the  recent  death  of  Sir  James 
Paget,  whom  the  whole  profession  deplored.  In  his  Bradshawe 
Lecture  "On  some  Rare  and  New  Diseases"  and  in  his  Morton 
Lecture  "  On  Cancer  "  the  great  surgeon  had  urged  us  to  be 
very  careful  about  all  exceptions  to  rule  in  clinical  aud  patholo- 
gical research.  Hence  the  value  of  good  reports  of  a  disease 
like  adenoma  of  the  uterus,  about  which  Ave  had  much  to 
learn. 
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Dr.  Lewees  referred  to  a  case  of  cancer  of  the  cervix  lie  had 
met  with  some  years  ago  in  which  the  cHuicai  evidence  of 
cancer  was  complete,  and  in  which  he  therefore  performed 
supra-va^^inal  amputation  of  the  cervix.  Sections  of  the  cei'vix, 
liowevor,  when  examined  under  tbe  microscope,  showed  only 
•xlaiidular  cavities  lined  hy  a  single  layer  of  columnar  epithe- 
lium. Unfortunately  the  malignant  nature  of  the  growth  was 
proved  hy  recurrence,  which  took  j>lace  about  a  year  later,  and 
of  which  tbe  patient  died. 

Dr.  Herbert  Spencer  was  inclined  to  agree  with  Dr.  Eden's 
description  of  the  tumour  as  a  fibro-adenoma  and  not  malig- 
nant. The  diagnosis  of  malignancy  with  the  microscope  was  in 
these  cases  very  difficult.  Cases  of  adenoma  which  he  had  seen, 
which  were  undoubtedly  malignant,  had  the  glandular  struc- 
tures clo.ser  togethei',  with  less  interglaudular  tissue  than  in  the 
part  of  Dr.  Eden's  specimen  he  had  examined. 

Dr.  Amand  Routh  had  to  thank  Dr.  Eden  for  his  kindness 
in  reporting  on  this  specimen.  Dr.  Routh  had  some  anxiety  as 
regards  the  case,  which  he  saw  in  consultation  with  Dr.  "Walker, 
of  Hamilton  Terrace.  The  lady  was  at  or  about  the  age  of  the 
menopause  (forty-nine),  and  had  had  severe  metrorrhagia  for 
six  months.  A  polypoid  growth  was  found  protruding  from 
the  cervix,  and  when  subsequently  removed  -was  found  to  con- 
sist of  a  hard  yet  very  friable  growth,  which  he  felt  sure  was 
malignant,  and  was  very  much  surprised  to  get  Dr.  Eden's 
report  that  microscopically  it  was  a  simple  adenoma.  On 
reading  the  literature  on  the  subject  he  found  that  most  foreign 
observers  considered  that  adenoma  of  the  body  of  the  uterus  at 
or  after  the  menopause  was  almost  certainly  malignant,  and 
should  be  dealt  Avith  as  such.  Sir  Jobn  "Williams's  views,  as 
stated  in  his  Harveian  Lectures  on  "  "CFterine  Cancer,"  were 
practically  identical,  and  in  consultation  with  Sir  John  he  consi- 
dered that  both  clinically  and  pathologically  the  adenoma  was 
so  surely  malignant  that  hysterectomy  should  be  jierformed. 
Dr.  Routh  has  shown  a  case  of  malignant  papMlloma  at  this 
Society  ('Obstet.  Soc.  Trans.,'  1897,  p.  5),  where  after  several 
curettings,  the  scrapings  of  which  were  always  declared  to  be 
simple  papilloma,  he  had  finally  removed  the  uterus,  and  it  was 
tiien  fouud  that  the  i)ajiilloma,  although  still  microscopically 
benign,  had  invaded  the  uterine  tissues  till  it  had  reached  the 
jieritoneal  investment.  This  and  other  similar  cases  seemed  to 
show  that  at  and  after  the  menopause  ordinarily  benign 
tumours  of  the  uterine  body  readily  become  malignant,  and 
should  be  treated  as  such. 


CAST    OF    THE    UTERCS, 


SPECIMEN  OF  CAST  OF  THE  UTERUS.^ 
By  T.  W.  Eden,  M.D.,  M.E.C.P. 

Thk  patient  was  22  years  of  age  and  had  been  married 
two  years ;  seven  months  after  marriage  she  had  a 
premature  labour ;  the  foetus,  it  was  said,  had  been  partly 
decomposed.  She  had  also,  apparently,  contracted  gonor- 
rhoea soon  after  marriage.  Menstruation  was  usually 
somewhat  irregular,  recurring  every  five  or  six  weeks. 
She  mensti'uated  in  August,  September,  and  October,  1S99, 
but  from  October  "2 0th  to  December  7th,  an  interval  of 
forty-seven  days,  no  period  occurred.  On  the  latter  date 
she  passed  the  cast  now  shown,  and  she  states  that  only 
slight  bleeding  and  pain  accompanied  it.  The  case  came 
under  the  observation  of  Dr.  Amand  Kouth  in  consultation 
with  Dr.  Rozelaar,  of  Bronclesbur}',  and  the  specimen  was 
sent  to  me  for  examination.  Dr.  Routh  found  the  pelvic 
organs  to  be  normal. 

When  floated  out  in  water  the  cast  was  seen  to  be 
nearly  complete,  and  of  the  typical  triangular  shape.  It 
measured  3j  inches  in  length,  by  1|  inches  in  breadth, 
and  rather  less  than  a  line  in  maximum  thickness.  It 
was  pale  in  colour,  except  at  the  lower  part,  which 
was  rather  thicker  and  more  vascular.  Attached  to 
the  outer  surface  at  the  fundus  was  a  short  tag,  wliicli 
appeared  to  represent  a  cast  of  the  interstitial  portion  of 
the  Fallopian  tube.  It  was  thus  apparent  that  in  its 
naked -eye  characters  this  cast  differed  very  much  from 
the  decidual  casts  which  were  well  known  in  connection 
with  extra-uterine  gestation.  The  latter  were  mucli 
thicker  and  more  vascular,  and  frequently  contained  a 
considerable  number  of  interstitial  luemorrhages,  of  whicli 
there  were  none  in  the  cast  now  shown. 

Microscopically    it   consisted  almost  entirely  of  inflnm- 

*  X:iked-eve  ;uul  microscopic  prepnratioiis  shown. 
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matory  tissue.  There  was  no  epitlielium  covering  its 
surface,  and  no  trace  of  glands  could  he  detected  in  any 
part.  Here  and  there  patches  of  tissue  closely  resem- 
blins:  the  normal  stroma  of  the  endometrium  were  found, 
and  isolated  clusters  of  large  decidual  cells  were  also 
present.  It  was  therefore  obvious  that  this  cast  differed 
as  much  in  its  microscopic  as  in  its  naked-eye  appearances 
from  a  decidual  membrane.  The  presence  of  a  few  isolated 
decidual  cells  was  of  no  account  in  the  case  of  a  woman 
who  had  previously  borne  children  or  been  pregnant.  The 
patient  had  never  suffered  from  dj'smenorrhoea,  and  she 
stated  that  the  passage  of  this  cast  had  caused  her  little 
or  no  pain  ;  the  case  could  therefore  not  be  regarded  as 
one  of  membranous  dysmenorrhoea.  Probably  it  was 
inflammatory  in  origin,  the  result  of  some  form  of 
exfoliative  endometritis. 

The  President  noted  that  so  careful  an  observer  as  Mr.  J. 
W.  Taylor  bad  failed  to  discover  any  essential  difference  be- 
tween a  cast  in  membranous  dysmenorrhoea  and  the  decidua 
expelled  in  extra-uterine  pregnancy. 

Dr.  Roberts  asked  Dr.  Eden  it'  there  was  auy  definite  history 
of  membranous  dysmenorrhoea  in  the  case.  The  cast  was 
unlike  that  of  most  cases  he  Lad  seen,  as  decidual  cells  were 
practically  absent.  He  suggested  it  might  be  inflammatory  in 
origin  ;  in  fact,  he  thought  that  in  some  cases  of  menibrauous 
dysmenorrhoea,  not  essentially  prinmry,  an  attack  of  uterine  or 
jtelvic  inflammation  had  subsequently  been  followed  by  mem- 
l)ranous  d  vsmenorrlioea. 


PHOTOGRAPHS  FROM  A  CASE  OF  PRIMARY 
CANCER  OF  THE  FALLOPIAN  TUBE. 

By  the  President  for  Professor  Pawlik,  of  Prague. 

In  relation  to  twenty-three  cases  of  primary  cancer  of 
the  Fallopian  tube  which  I  tabulated  and  reported  before 
the  Society  two  years  ago  ('  Transactions,'  vol.  xl,  p.  197) 
Professor  Pawlik  kindly  sends  me  these  photographs  from 
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an  unpublished  case.  The  patient  was  a  widow  seventy 
years  of  age,  so  that  in  this  case  the  age  was  the  highest 
on  record.  Recurrence  occurred,  two  years  after  the 
removal  of  the  diseased  tnbe  with  the  uterus,  death  fol- 
lowing five  months  after  the  appearance  of  secondary 
disease.  The  removal  of  the  uterus  certainly  insured  the 
patient  two  years'  immunity,  as  it  was  already  infected. 

Professor  Pawlik  furnishes  the  following    short   notes 
drawn  up  so  as  to  correspond  with  my  tables  : 
"Age,  married  or  single. — 70  years,  widow. 
"  Children.— Ten. 
"  8ide  of  tumour. — Right. 

"  Chief  symptoms. — Hypogastric  pains,  sanious,  serous 
discharge.  Colpitis  granulosa.  Uterus  enlarged.  Curette, 
applied  for  diagnosis,  brought  away  tissue  of  a  malignant 
adenomatous  type  from  one  point,  elsewhere  the  scrapings 
showed  endometritis  interstitialis. 

"  Resjdt  of  operation. —  Lapai'otomy,  right  salpingo- 
oophorectomy,  hysterectomy  ;  recovery  ;  recurrence  after 
two  years;  death  two  years  and  five  months  after  opera- 
tion. 

"  Character  of  tumour. — Right  Fallopian  tube  in  its 
external  half  enlarged  to  the  size  of  a  thick  finger  and 
filled  with  papillary  carcinomatous  growth.  External  wall 
presented  a  smooth  surface.      Ostium  closed. 

"  Other  parts  involved. — Both  ovaries  atrophied  ;  left 
tube  normal.  Uterus  enlarged  ;  the  endometrium  showed 
a  polypoid  hypertrophy.  Microscopically  only  endome- 
tritis and  metritis  interstitialis  was  detected,  without  any 
traces  of  cancer.  Thus  tlie  cancer  found  when  the 
curette  was  used  had  been  confined  to  a  limited  area  of 
the  endometrium  now  indeterminable,  it  did  not  extend 
into  the  deeper  tissues,  and  was  a  secondary  polypous 
cancer  of  the  body  of  the  uterus.  The  ligament  of  the 
ovary  on  the  right  (affected)  side  was  enlarged  to  the 
size  of  a  small  finger,  and  microscopically  disclosed  also  a 
similar  inflammatory  process." 

The  photographs  represent  the    extirpated    tube    and 
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uterusj  also  a  microscopic  section  of  the  growth  in  the 
tube,  and  the  malignant  tissue  removed  by  the  curette 
from  the  uterine  mucosa.  This  very  limited  secondary 
deposit  was  a  remarkable  feature  in  the  case. 

Since  my  own  tables  were  issued  two  new  cases  of 
primary  cancer  of  the  tube  have  been  published  in  Danel's 
"  Essai  sur  les  Tumeurs  maligues  primitives  de  la  trompe 
uterine,"  and  two  more  by  Fabricius  in  the  '  Wiener 
klinische  Wochenschrift,'  No.  49,  1899,  p.  1230,  besides 
Dr.  Hubert  Roberts's  .second  case  ('  Transactions,'  vol.  xli, 
p.  129)  ■which,  he  informs  me,  died  rather  suddenly  after 
repeated  tappings  on  June  15th,  1899. 

Professor  Pawlik's  case  will,  I  understand,  be  shortly 
reported  in  full. 


MACERATED  FO]TUS  REMOVED  FROM  THE  AB- 
DOMIXAL  CAVITY  TWO  MONTHS  AFTER 
SPURIOUS  LABOUR. 

Shown  by  Alban  Dorax,  F.R.C.S. 

In  this  case,  which  I  intend  to  report  in  full,  the 
patient  was  a  married  woman  aged  34.  She  had  borne 
five  children,  all  females.  The  last  was  born  four  years 
ago,  and  she  had  never  miscarried.  The  last  period 
occurred  early  in  February,  1899,  and  the  patient  suffered 
much  during  pregnancy.  At  the  end  of  October  violent 
labour  pains  set  in,  followed  b}'  fever  and  great  emacia- 
tion. Drs.  Walter  Tate  and  Hubert  Roberts  detected  a 
foetus,  palpable  through  the  abdominal  wall  and  lying  in 
a  cyst  which  fluctuated  but  was  resonant  on  percussion, 
owing  to  gases  evolved  in  decomposition. 

I  operated  on  December  12th,  1899.  The  foetus  was 
extremely  foetid,  and  was  a  female,  like  all  the  other 
children  of  this  patient  ;  it  weighed  three  and  a  half 
pounds,    and    measured    eighteen    inches.      The    sac   was 
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developed  from  the  posterior  layer  of  the  right  broad  liga- 
ment, so  that  the  pregnancy  was  of  the  posterior  liga- 
mentary  (J.  W.  Taylor)  or  retro-peritoneal  type.  It  could 
not  be  removed,  but  was  drained.  A  ftecal  fistula 
developed  at  once,  but  now  (Jnnuary  3rd)  the  patient  is  in 
good  health  and  has  gained  flesh.  The  placenta  came 
away  within  ten  days. 

[Sequel  :  the  patient  died  in  the  ninth  week  after  ope- 
ration ;  a  full  account  will  appear  in  the  '  Transactions.'] 

Dr.  CuLLiNGwoRTH,  knowing  from  experience  how  much  the 
conditions  militated  against  success  in  these  cases  of  putrefying 
extra-uterine  foetus,  congratulated  the  President  on  the  favour- 
able result  of  his  operation.  He  had  himself  operated  six  times 
in  cases  of  advanced  ectopic  gestation  in  which  the  child  was 
dead.  In  two  of  these  cases  no  decomposition  had  taken  place, 
and  the  patients  recovered  ;  in  the  other  four  the  child  Avas 
putrid,  and  the  patients  all  died.  He  would  be  glad  if  the 
President  Avould  state  the  considerations  that  led  him  to  leave 
the  placenta. 

Dr.  John  Phillips  had  operated  on  two  similar  cases,  and 
at  the  present  time  had  another  under  his  care.  In  two  of 
them  a  spurious  labour  had  occurred,  and  in  all  of  them  there 
was  distinct  history  of  rupture  early  in  the  pregnane}'.  No 
difficulty  with  the  placenta  should,  as  a  rule,  be  experienced 
Avhere  the  foetus  has  been  dead  more  than  a  month.  In  his 
third  case  an  increasing  amount  of  fluid,. as  in  the  President's 
case,  is  one  of  the  leading  features. 

Dr.  Roberts  asked  Mr.  Doran  if  he  had  been  able  to  deter- 
mine exactly  the  I'elations  and  origin  of  the  sac  whi(;h  sui'- 
rounded  the  foetus  ?  He  had  seen  the  case  Avith  Dr.  Tate  in 
the  out-pjatient  room  at  the  Samaritan,  and  the  foetus  and 
apparently  loose  bones  could  be  ])lainly  felt,  and  the  jilacental 
mass  then  occupied  the  right  side  of  Douglas's  pioueh.  He 
thought  that  as  the  sac  at  the  operation  Avas  thick,  the  fceta- 
tion  probably  Avas  intradigamentary,  and  not  the  tubo-abdominal 
form,  as  described  by  Taylor  in  his  recent  book. 

In  reply  the  President  assured  Dr.  Hubert  Roberts  that,  as 
far  as  could  be  judged  from  clinical  evidence  and  from  Avhat 
could  be  seen  at  the  operation,  the  pregnancy  was  of  the  posterior 
intra-ligamentary  type.  The  posterior  layer  of  the  broad  liga- 
ment had  been  displaced  by  the  ovum  discharged  into  the  meso- 
salpinx after  rupture  of  the  tubal  sac.  As  tbe  child  greAv  the 
posterior  pelvic  peritoneum  was  steadily  disp^laced  ujnvards  so 
iis  to  form  a  thick  membrane,  investmg  the  foetus  above  and 
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anteriorly.     He  detected  this  displaced  peritoneum  immediatelv 
under  tbe  anterior  parietal  peritoneum,  and  on   incising  the 
former  the  foetid  contents  of  the  sac  began  to  escape.     The 
edges  of  the  incision  in  the  peritoneal  investment  of  the  sac 
were  atterwai'ds    stitched   to   the   parietal  peritoneum.      In  a 
pregnancy  of  this  sort  the  lower  posterior  part  of  the  foetus  and 
often  the  placenta  comes  into  close  relation  with  the  rectum, 
hence  infection  from  the  gut  and  decomposition  of  the  foetus; 
whilst  in  the  anterior  intra-ligamentary  variety  the  sac  v.'as  far 
from  the  rectum,  so  that  the  retained  foelus  often  mummified. 
The  dian-hoea  which  was  noted  during  the  later  stages  of  preg- 
nancy in  this  case  was  probably  due  to  part  of  the  placenta 
having  grown  over  the  rectum,  as  also  occurs  in  true  abdominal 
pregnancy.     Freund  of  Strasburg  had  many  years  ago  observed 
intestinal  catarrh  and  infection  of  the  sac  when  the  placenta 
was  inserted  on  intestine.*     Extirpation  of  the  sac,  as  advo- 
cated and  practised  in  one  operation  by  Dunning,  would  liave 
been  impossible  in  the  President's  case,  since  the  base  of  the 
sac  was  practically  the  wall  of   the  rectum.      The    placenta, 
though  partially  in  a   state  of  advanced   decomposition,   bled 
freely  on  the  least  attempt  to  detach  it;  as   its  position  was 
entirely  exti-a-peritoneal  and  the  o|iened  sac  was  easily  accessi- 
ble for  dressing,  there  was  no  reason  to  run  risks  by  detaching 
it   during  tbe   operation.     In    reply   to   Dr.  Cnllingworth   the 
President  remarked  that  in  withdra\ving  the  foetus  the  top  of 
the  cyst   was  torn,  a   dangei-ous   accident   which   was  always 
liable  to  occur,  as  such  cyst-walls  are  very  soft.     Some  of  the 
foetid  contents  escaped  over  the  intestines  above;  fortunately 
in  this  case  adhesions  prevented  the  se]>tic  fluid  from  enteriui,' 
the  general  ))eritoneal  cavity.     The  foetus  ])robiib!y  died  very 
near  term  ;   the  uails,  etc.,   were  well  developed,  but   it   was 
smaller,  as  usual,  than  au  intra-uterine  foetus  of  the  same  age. 
and  had  lost  much  weight  bv  maceration. 


A    CASK   OF    DOUBLE    PYOSALPiXX    IX    WHICH 
THE  TUBAL  SACS  COMMUNICATED. 

Shown  by  J.  D.  Malcol.m,  M.B.,  C.M.Edin. 

Mi;.  Maix'oi.m  showed  a  double  pyo.salpinx,  removed  from 
a  single  w^oman  thirty-three  years  of  age.      The  patient's 
men.struation   had    always    been   excessive,   and    she    had 
*  Fremul  ami  David  Smart,  *  Kilin,  Med.  Journ.,'  Sept.— Dec,  1893. 
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noticed  a  lump  in  the  right  groin  about  six  years  before 
her  operation,  but  did  not  consult  a  doctor  until  October, 
1899,  when  she  was  told  she  had  a  fibroid  tumour.  She  then 
sought  advice  from  Mr.  Eoxburgh  Fuller,  and  was  sent  to 
Mr.  Malcolm,  who  agreed  with  the  diagnosis  already  given  ; 
but  after  the  patient's  admission  to  the  Samaritan  Free 
Hospital  it  was  thought  that  the  abnormal  swelling  con- 
tained fluid,  and  that  it  was  probably  ovarian  in  origin. 
The  uterine  ca\aty  measured  two  and  a  half  inches  in 
length.  The  tumour,  which  w^as  central  in  position,  filled 
Douglas's  pouch,  and  extended  as  high  as  the  umbilicus. 

During  the  operation  the  conditions  were  very  puzzling. 
The  swelling  was  obviously  cystic,  and  when  tapped  a 
large  quantity  of  fluid  escaped,  it  being  doubtful  at  the 
time  whether  this  was  pus  or  fluid  from  a  dermoid  tumour. 
The  mass  was  removed  with  difficulty,  being  extensively 
adherent  to  the  whole  back  of  the  uterus  and  broad  liga- 
ments, and  to  the  bottom  of  Douglas's  pouch.  The  ovaries 
were  of  normal  size  and  shape,  and  though  adherent  -were 
separable  from  the  cystic  mass.  W lien  removed  this  mass 
was  rounded  by  adliesions,  but  Mr.  C.  Lockyer  had  care- 
fully dissected  the  specimen,  and  had  shown  clearly  that 
it  consisted  of  a  double  pyosalpinx,  the  septum  between 
the  two  sacs  being  perforated  by  an  opening  the  size  of  a 
florin. 

Mr.  Malcolm  referred  to  another  ver}'  similar  case,  in 
which  he  had  removed  two  large  dilated  tubes,  forming  a 
mass  which  filled  the  pelvis  and  rose  above  the  level  of 
the  navel,  in  a  girl  aged  twenty.  An  ovarian  tumour  was 
diagnosed  in  this  case  also.  Mr.  Targett  found  abundant 
evidence  of  tuberculosis  in  the  tubes  removed  from  that 
patient,  and  Mr.  Malcolm  thought  it  highly  probal)]e  that 
the  tubes  now  shown  were  also  tubercular  in  origin, 
although  this  had  not  been  demonstrated. 

In  both  cases  the  patients  were  .single  women,  and  there 
was  no  doubt  that  they  were  virgins.  In  both  the  develop- 
ment of  the  disease  was  very  slow,  extending  over  six  and 
two  years  respectively  at  least.      The  woman  aged  twenty 
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had  a  good  deal  of  pain  witliout  any  definite  liistoiy  of 
fever.  The  other  had  practically  no  pain,  and  was  not  ill 
in  any  way.  The  younger  woman  was  operated  on  on 
February  ord,  1 809,  and  made  a  very  good  recovery,  being 
quite  well  in  June.  The  elder  woman's  operation  was  on 
November  14th,  1899.  Recovery  was  uncomplicated. 
Recently  she  was  gaining  strength,  but  slowly. 

The  President  said  that  Mr.  Malcolm's  case  reminded  him 
of  a  case  reported  by  Paltauf  in  a  paper  called  "Die  Schwau- 
irerschaft  in  Tulto-ovarialcysten  nel>st  gerichtsiirztlicheu  Bemer- 
kuupeu  iiber  den  Frucbtabtreibungsversucli,"  '  Archiv  fiir 
Gyniik.,'  vol.  xxx,  p.  456.  In  this  case  pregnancy  occurred  in 
a  dilated  left  tube  which  freely  communicated  with  a  dilated 
right  tube,  so  that,  according  to  Paltauf.  there  was  a  free 
passage  all  round  from  the  uterine  cavity  along  the  tubes  and 
back  to  the  uterus.  Paltauf  held  that  the  two  cystic  appen- 
dages were  tubo-ovarian,  but  we  believe  less  in  tubo-ovarian 
cysts  than  we  did  in  1887.  As  two  dilated  tubes,  whether 
hydrosalpinx  or  p>yosalpinx,  often  touch  each  other  behind  the 
uterus,  it  seems  reasonable  to  suppose  that  their  walls  may 
yield  at  the  point  of  contact  so  that  their  cavities  communicate. 
Such  a  condition  is,  however,  without  doubt  very  rare,  though 
it  must  be  occasionally  overlooked,  the  fused  tubes  being 
liable  to  much  laceration  during  an  operation,  so  that  then- 
condition  cannot  l)e  made  out  accurately  afterwards.  Mr.  Tar- 
gett's  case  was  highly  imjioi'tant. 

Dr.  CuLLiNGwoRTH  said  that  cases  of  greatly  distended 
Fallopian  tul>es  were  always  liable  to  occasion  difficulty  of 
diagnosis.  In  the  case  resembling  Mr.  Malcolm's,  which  he 
had  described  and  figured  in  his  '  Clinical  Illustrations  of  the 
Diseases,  etc.,  of  the  Fallopian  Tube,'  both  he  and  Dr.  Play- 
fair  had  diagnosed  cystic  disease  of  the  ovaries.  In  that  case, 
as  in  many  similar  cases,  sej>sis  and  gonorrhoea  could  almost 
certainly  be  excluded,  so  that  the  probability  of  the  nature  of 
the  morbid  condition  being  tubercular  was  arrived  at,  inde- 
pendently of  the  evideufe  of  the  microscope,  by  the  process  of 
exclusion.  Convinced  that  the  disease  was  tubercular,  Mr. 
Shattock  had  repeatedly  examined  sections  from  the  wall  of  the 
tube  in  the  expectation  of  finding  evidence  to  that  effect,  but 
Without  result.  Mr.  Targett's  recent  communication  would  be 
rememliercd,  in  which  he  threw  much  new  light  on  these  cases. 
He  told  us  also  how  he  had  obtained  negative  results  until  he 
examined  a  section  outside  the  distended  portion  of  the  tube. 
Mr.  Targett's  observation  was  of  great  value  and  importance, 
and  it  was  to  be  hoped  Mr.  Malcolm   would  have  it  in  mind 
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when  seaicliing  for  evidence  of  tubercle  in  his  own  most  inte- 
resting case. 

Dr.  Peter  Horeocks  said  that  tubal  distensions  simulated 
fibroid  tumours  of  the  uterus  much  more  closely  than  thev  did 
ovarian  tumours.  He  referred  to  a  paper  liy  himself,  published 
in  the  'Brit.  Med.  Journ.'  in  1886,  on  the  differential  diagnosis 
between  the  two.  He  asked  what  symptoms  had  led  to  the 
suspicion  of  the  tumour  not  being  a  fibroid  ?  Had  there  been 
pyrexia  or  pain  in  between  the  periods,  or  growth,  or  fluctua- 
tion, or  pressure  symptoms,  and  had  the  size  of  the  uterus  been 
determined  by  sound  or  otherwise  ?  In  most  of  these  cases  of 
tubal  distension  there  was  menorrhagia,  dysmenorrboea,  and 
sterility,  all  of  which  were  characteristic  of  a  fibroid.  More- 
over, as  a  rule,  the  physical  characteristics  of  the  tumour  were 
more  those  of  a  solid  than  of  cystic  growth,  and  hence  sug- 
gested fibroid  rather  than  ovarian.  He  had  seen  cases  and 
watched  them  for  years  under  the  mistaken  idea  that  they  were 
fibroid  tumours  of  the  uterus,  and  they  had  jiroved  on  operation 
to  be  distended  tubes. 

In  reply,  Mr.  Malcolm  said  that  the  specimen  shown  was 
very  closely  attached  to  the  uterus,  but  after  the  lower  bowel 
had  been  well  cleaned  he  recognised  that  the  mass  contained 
fluid,  whereas  when  first  examined  it  was  so  tense  as  to  appear 
solid. 
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[Ahstract.) 

The  author  gives  notes  of  four  cases  of  rupture  of  the  uterus 
successfully  treated  by  packing  the  tear  per  vaginam  with 
iodoform  gauze.  They  are  the  only  cases  in  which  he  has 
adopted  this  method  of  treatment,  and  the  only  cases  which  he 
has  known  recover.  All  the  others  (about  eight  in  number) 
have  died  in  a  few  hours  from  shock  and  haemorrhage  or  in  a 
few  days  from  sepsis.  Twice  he  has  performed  abdominal 
hysterectomy  with  a  fatal  result.  After  quoting  some  remarks 
he  made  in  the  '  Obstetrical  Transactions '  for  1897  upon  the 
great  danger  of  the  operation  of  abdominal  hysterectomy  in 
jjatients  shocked  by  rupture  of  the  uterus,  the  author  expresses 
the  belief  that  the  mortality  of  rupture  of  the  uterus  may  be 
lessened  by  the  use  of  gauze  packing.  Having  alluded  to  the 
advocacy  of  gauze  packing  by  others,  he  expresses  his  own 
views,  for  the  purpose  of  discussion,  as  follows  : 

In  the  treatment  of  rupture  of  the  uterus — 

(1)  Abdominal  section  is  rarely  required,  and  almost  solely  in 
cases  where  the  foetus  has  passed  completely  or  in  great  part 
into  the  peritoneill  cavity.  It  should  be  performed  rapidly 
under  local  infiltration-anaesthesia,  and  should  be  followed  by 
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flushing  of  the  peritoneal  cavity  with  normal  salt  solution  and 
by  suture  of  the  tear,  if  possible,  or,  if  this  be  not  possible,  by 
packing  the  tear  with  iodoform  gauze  and  draining  by  the 
vagina  or  abdomen. 

(2)  Ahclominal  hysterectomy  is  hardly  ever  necessary;  when 
the  broad  ligaments  are  so  much  damaged  as  to  endanger  the 
vitality  of  the  uterus  vaginal  hysterectomy  should  be  per- 
formed. 

(3)  All  incomplete  tears  implicating  the  broad  ligament  and 
most  complete  tears  should  be  treated  by  packing  the  ruiiture 
per  vaginam  %vith  iodofortn  gauze  after  removing  clots  and  fluid 
blood. 


Case  1. — Mrs,  J.  H — ,  aged  39,  came  to  see  me  at 
University  College  Hospital  in  September,  1895.  I  found 
her  about  five  and  a  half  months'  pregnant,  with  a  pecailiar 
growth  on  the  cervix  to  be  presently  described,  which  I 
thought  was  probably  a  benign  adenoma.  She  was  kept 
under  observation,  and  the  growth  did  not  appreciably 
alter  in  the  course  of  the  next  two  months.  She  was  ad- 
mitted to  the  hospital  on  November  22nd,  1895,  when  the 
following  notes  were  taken. 

There  was  no  family  history  of  malignant  disease.  The 
patient  had  been  married  twenty-three  years,  and  had 
twelve  children,  all  born  naturally,  head  first,  the  last  three 
years  ago.  In  December,  1894,  she  miscarried  at  the 
fourth  month,  this  being  the  third  miscarriage  in  ten  or 
twelve  years.  Since  then  she  had  been  bleeding  some- 
what copiously  every  two  or  three  weeks.  In  the  last 
three  months  she  had  had  no  '•  period,''  though  she  had 
had  blood-tinged  discharge  for  the  last  two  months.  She 
complained  of  pain  in  the  lower  part  of  the  abdomen  and 
bottom  of  the  back ;  she  had  lost  flcsli  during  tlie  last 
eight  months. 

On  examination  the  patient  was  found  to  be  seven  and 
a  half  months  pregnant,  the  child  being  alive  and  in  tlie 
first  vertex  position. 

The  perina^um  had  been  torn.      The   vagina  was  of    a 
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dusky  red  colour.  'J'he  cervix  was  greatly  enlarged.  The 
anterior  lip  contained  a  growth  which  felt  st)niewhat  like 
a  malignant  growth,  but  it  was  firmer  and  smoother,  and 
did  not  bleed  at  all  on  examination.  Through  a  speculum 
the  growth  on  the  anterior  lip  was  seen  to  be  of  a  salmon- 
red  colour,  smooth  on  the  surface  and  not  bleeding  on 
examination  ;  it  had  a  smooth  rounded  edge  raised  above 
the  surface  of  the  cervix.  There  was  a  slight  "erosion  '' 
on  the  posterior  li]i,  which  had  more  the  aspect  of  malig- 
nancy than  the  growth,  and  bled  on  rough  examination. 
The  colour  of  the  tumour  contrasted  strongly  with  the 
dusky  blue  of  the  rest  of  the  cervix.  On  wiping  the 
surface  of  the  tumour  it  was  found  to  be  pitted,  and  from 
each  of  the  pits  pus  oozed  on  pressure  to  the  extent  of 
several  drops ;  this  pus  was  examined  several  times  and 
always  found  to  be  sterile. 

I  have  never  seen  a  similar  condition  in  the  cervix  ;  it 
resembled  an  ectropion  of  the  mucous  membrane,  but  was 
much  larger.  I  thought  the  case  was  one  of  hypertrophy 
and  inflammation  of  the  mucous  membrane  of  the  anterior 
lip,  aggravated  by  pregnancy. 

During  the  next  six  weeks  of  the  patient's  stay  in  the 
hospital  the  cervix  was  daily  swabbed  through  a  speculum 
with  1  in  3000  sublimate  solution.  No  bleeding  occurred 
during  this  period,  and  this  fact  strengthened  my  belief 
that  the  growth  was  not  malignant. 

On  January  4th  labour  set  in;  at  11  p.m.  the  pains 
became  stronger,  and  occurred  every  ten  minutes.  The 
OS  admitted  two  fingers,  but  felt  very  rigid.  Two  doses 
of  grs.  XXX  of  chloral  hydrate  were  given. 

On  January  oth  at  5  a.m.  the  pains  increased. 

At  10  a.m.  the  os  was  1.^  inches  in  diameter,  exceedinglj- 
rigid. 

At  4  p.m.  the  pains  continued  strong  ;  the  cervix  was 
2^  inches  in  diameter. 

At  5  p.m.  the  membranes  were  ruptured. 
At  7  p.m.  the  cervix  was  a  little  more  dilated,  but  was 
still  riofid. 
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At  8  p.m.  a  large  '^  caput''  formed. 

At  8.30  p.m.  the  patient  suddenly  collapsed  without  any 
increase  of  pain  ;  a  small  amount  of  blood  was  found  in  the 
vagina.  The  forceps  was  applied  and  the  child  delivered 
without  difficulty  in  twelve  minutes.  A  considerable  loss 
of  blood  occurred.  The  placenta  was  expressed  in  about 
twenty  minutes. 

At  9.30  the  patient  was  very  collapsed  and  pale.  I  was 
called  to  see  her  on  account  of  her  alarming  condition.  I 
found  an  extensive  rupture  of  the  left  side  of  the  cer\'ix 
and  lower  segment  of  the  uterus,  admitting  the  half  hand 
into  the  broad  ligament,  but  could  not  make  out  that  the 
peritoneal  cavity  was  opened.  There  was  also  a  slight 
tear  on  the  right  side. 

I  plugged  the  broad  ligament  with  iodoform  gauze, 
which  was  removed  on  January  7th,  and  the  fundus  of  the 
vagina  was  daily  swabbed  with  1  in  3000  sublimate  solu- 
tion. 

The  uterus  involuted  slowly,  the  fundus  being  3  inches 
above  the  pubes  on  the  21st  of  January. 

On  January  13th  the  growth  on  the  cervix  appeared  to 
have  diminished,  and  there  was  no  pus. 

On  January  18th  no  thickening  could  be  detected  around 
the  two  tears. 

On  January  24th  the  fundus  was  still  8  inches  above 
the  pubes. 

There  was  very  slight  fever  in  the  puerperiuni,  the 
highest  temperature  in  the  first  week  being  100"4°.  The 
patient  gradually  recovered  her  strength,  and  left  the 
hospital  on  January  30th. 

On  Februar}'  20th  the  growth  on  the  cervix  had  in- 
creased somewhat  in  size  ;  the  uterus  was  freely  raovea])le. 
The  growth  still  felt  too  smooth  for  malignant  disease, 
but  there  was  a  little  ulceration  between  the  edge  of  the 
growth  and  the  anterior  lip.  It  was  decided  to  remove 
the  cervix.  The  patient,  however,  through  some  mis- 
understanding, did  not  return  to  the  hospital  till  compelled 
by  pain  and  loss  of  blood  on   May  7th.      The   growth  had 
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then  increased  to  the  size  of  a  Tangerine  orange,  and  the 
uterus  was  fixed  by  the  extension  of  the  growth  into  the 
tissues  around  it.  There  was,  however,  no  bleeding  on 
examination. 

The  patient  died  of  hiemorrhage  and  cachexia  on 
January  10th,  1897  (a  year  after  delivery). 

The  growth  on  the  cervix  was  examined  with  the  micro- 
scope and  found  to  be  a  glandular  carcinoma.  In  the  left 
side  of  the  cervix  was  a  gap  about  an  inch  wide,  the  edges 
of  which  wei-e  infiltrated  with  cancer  ;  this  marked  the  site 
of  the  tear,  which  opened  up  the  broad  ligament,  but  did 
not  appear  to  have  extended  to  the  peritoneum.  The 
growth  had  infiltrated  the  vaginal  walls. 

Case  2.  (The  detailed  notes  of  this  case  have  been 
imfortunately  mislaid.) — Mrs.  C — ,  a  multipara,  had  a 
contracted  pelvis  A^'ith  a  true  conjugate  of  3^  inches.  She 
had  two  sisters  who  also  had  contraction  of  the  pelvis ;  on 
<me  of  these  (a  little  dwarf  who  has  a  true  conjugate  of 
2^  inches)  I  have  twice  performed  Cif sarean  section. 

Mrs.  C —  was  delivered  on  October  29th,  1896,  after 
a  labour  of  sixteen  hours'  duration,  which  was  terminated 
by  podalic  version  on  account  of  a  transverse  presentation 
with  prolapse  of  the  arm.  The  child,  a  male,  was  delivered 
alive,  but  the  patient  became  greatly  collapsed  and  bled  a 
good  deal  afterwards,  and  on  removing  the  placenta  a 
rupture  of.  the  uterus  was  found  extending  into  the  broad 
ligament.  I  saw  her  within  about  half  an  hour  of  delivei'y, 
when  she  was  suffering  from  haemorrhage  and  shock.  J. 
passed  my  half  hand  into  the  tear,  but  did  not  find  any 
opening  into  the  peritoneum.  The  broad  ligament  was 
plugged  with  iodoform  gauze,  which  was  removed  after 
a  few  days.  The  patient  made  an  uninterrupted  recovery, 
and  is  at  the  present  time  (three  years  later)  in  fair  health. 

Case  3. — F.  H — ,  aged  39,  was  admitted  to  University 
College  Hospital  at  1.30  p.m.  on  February  23rd,  1898, 
with  the  following  history  : — She  had  had  ten  children  (the 
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last  thirteen  months  ago),  but  never  had  instrumental 
deliveries  ;  her  labours  averaged  about  three  hours  in 
duration. 

On  the  present  occasion  the  first  signs  of  labour  occurred 
■on  the  21stj  when  she  had  pains  which  kept  her  awake  all 
night ;  at  8  a.m.  of  the  22nd  pains  were  occurring  every 
half-hour,  and  at  2  o'clock  in  the  afternoon  every  ten 
minutes.  The  patient  had  no  one  to  send  for  assistance 
till  the  husband  came  back  at  6.15  p.m.,  when  she  sent  for 
a  midwife  ;  the  pains  were  now  very  violent.  A  doctor 
was  sent  for,  who  diagnosed  rupture  of  the  uterus  (the 
head  presenting),  and  with  the  assistance  of  two  other 
doctors  turned  and  delivered  the  child  about  midnight. 
The  patient  had  chloroform  several  times,  but  she  says 
-she  felt  the  tear  occur  when  the  largest  part  of  the  child 
was  passing  (the  tear  was  probably  only  increased  at  that 
time).  Labour  pains  did  not  cease  after  the  child  was 
born  for  half  an  hour,  when  the  placenta  was  removed  by 
hand  and  an  extensive  rupture  was  found.  She  became 
collapsed  and  bled  a  great  deal  after  the  child  was 
delivered,  and  was  in  great  abdominal  pain. 

I  saw  the  patient  immediately  after  her  removal  in  an 
ambulance  to  the  ward  (2  p.m.).  She  was  extremely  ill  and 
blanched,  the  pulse  very  feeble,  115,  the  respirations  Sio. 

The  abdomen  was  considerably  distended  and  very 
tender.  The  peritoneum  evidently  contained  free  fluid 
(blood).  After  drawing  a  pint  of  dark  brown  urine  from 
the  bladder  the  uterus  could  be  felt  quite  hard,  extending 
up  about  five  inches  above  the  pubes.  The  cervix  was 
found  to  be  torn  away  from  the  vagina,  and  on  passing 
the  hand  through  the  rupture  the  bladder  also  was  found 
to  be  separated  from  the  uterus,  leaving  an  extensive  rent 
in  the  peritoneum  ;  and  there  was  also  a  longitudinal  tear 
in  the  anterior  and  left  part  of  the  uterus  extending  above 
the  internal  os.  A  long  glass  Budin's  catheter  was  passed 
into  the  peritoneum,  and  about  two  pints  of  fluid  blood  were 
.scjueezed  out  through  it  by  ])ressure  on  the  abdo7nen  ;  then 
several  lar""e  clots  were  removed  from  among  the  intestines 
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and  more  blood  was  squeezed  out.  When  no  more  blood 
could  be  expressed,  two  long  strips  of  iodoform  gauze  were 
introduced  by  means  of  long  forceps  into  the  peritoneum, 
and  packed  between  the  bladder  and  the  uterus  and  into 
the  tear,  the  intestines  being  held  up  with  the  fingers 
Avhilst  this  was  done. 

A  hypodermic  injection  of  morphia  (iHiv)  was  given, 
and  patient  slept  well  during  the  evening  and  retained 
milk  and  barley-water  in  the  stomach. 

Next  morning  (24th)  the  patient  was  sick  three  times 
(temp.  99°,  pulse  110).  The  catheter  was  passed  every 
eight  hours.  The  condition  had  markedly  improved,  and 
the  patient  from  this  time  made  steady  progress  to  recovery. 
The  plugs  were  removed  on  March  3rd  and  4th  ;  they  were 
offensive,  and  mio-ht  with  advantaiife  have  been  removed 
earlier.  The  highest  temperature  for  the  first  five  days 
was  100*2°;  the  highest  temperature  recorded  during 
patient's  stay  in  hospital  was  lOTS'  (March  1st,  2nd. 
3rd).  After  March  11th  the  pulse  and  temperature  were 
practically  normal,  the  highest  temperature  being  99*4° 
and  most  frequent  pulse  88. 

The  patient  left  the  hospital  practically  well  on  March 
19th,  1898.  The  uterus  still  reached  three  and  a  half 
inches  above  the  pubes.  The  tear  in  the  uterus  and 
vagina  had  almost  healed.  The  uterus  was  fairly  moveable. 
When  last  seen  by  the  doctor  who  attended  her,  about  a 
year  later,  the  patient  was  quite  well. 

Case  4.— On  the  21st  of  January,  1899, 1  saw  at  Bexley, 
in  consultation  with  Dr.  Donkin,  Mrs.  R — ,  a  multipara 
(four  children)  aged  33,  who  had  been  delivered  by 
version  at  3  p.m.  on  the  previous  day.  The  version  had 
been  easy,  and  was  performed  under  chloroform  on  account 
of  shoulder  presentation,  the  shoulder  being  at  the  vulva. 
The  patient  became  extremely  collapsed  after  delivery  of 
the  child  (dead),  and  the  placenta  followed  in  five  minutes. 
The  hand  introduced  into  the  uterus  on  account  of  the 
bleeding  was  found   to   pass    into    the   peritoneal    cavity. 
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The  shock  was  treated  with  brandy  and  Yalentiue^s  meat 
juice  by  mouth  and  rectum.  The  pulse  varied  between 
130  and  160  during  the  night,  and  was  very  feeble  and 
irregular ;  the  patient  vomited  frequently.  The  tem- 
perature, at  first  subnormal  (97"2^),  rose  to  99*4°,  at  which 
height  it  remained  when  I  saw  her  at  midday  on  January 
21st,  nearly  twenty-four  hours  after  the  accident.  The 
patient  was  still  very  collapsed  and  extremely  pale,  the 
pulse  being  very  feeble  and  180  to  the  minute.  The 
abdomen  was  tender  and  a  little  distended ;  fluctuation 
could  be  obtained  over  the  lower  part.  A  piece  of  mem- 
brane, slightly  offensive,  was  hanging  in  the  vagina  and 
was  removed,  and  the  vagina  was  scrubbed  with  1  in  3000 
sublimate  solution.  The  patient  having  been  drawn  over 
the  edge  of  the  bed  in  the  dorsal  position,  the  hand  and 
forearm,  carefully  disinfected,  were  passed  into  the  vagina. 
The  uterus  was  found  to  be  torn  away  from  the  vagina 
and  bladder  anteriorly,  and  the  left  side  of  the  front  wall 
of  the  uterus  was  torn  through  nearly  up  to  the  fundus. 
Small  clots  were  withdrawn  by  the  hand  from  the  peri- 
toneal cavity,  and  a  long  rubber  tube  three  quarters  of  an 
inch  in  diameter  was  passed  into  the  peritoneum,  and  by 
pressure  on  the  abdominal  wall  a  large  quantity  of  fluid 
blood  w^as  squeezed  out  through  it.  The  operation  was 
not  very  painful,  and  the  patient  felt  much  better  and 
freer  from  pain  when  the  blood  had  been  removed  from 
the  peritoneum.  When  no  more  escaped  a  long  piece  of 
iodoform  gauze  about  five  inches  wide  was  passed  into  the 
peritoneal  cavity  as  high  as  the  top  of  the  tear  in  the 
uterus.  The  loAver  end  was  left  hanging  out  of  the  vagina. 
The  pulse  improved  rapidly,  falling  to  120  and  100,  at 
which  latter  frequency  it  remained  till  February  3rd,  and 
gradually  fell  to  normal  a  nionth  after  the  accident.  The 
tem])erature  reached  101°  on  January  26th,  and  101*4  on 
January  30th,  and  101°  on  February  2nd ;  otherwise  the 
tem])eratiire  was  about  100°  Till  February  6th,  was  con- 
tinuously below  100°  after  February  7th,  and  fell  witli  the 
pulse  to  normal  at  the  end  of  four  weeks. 
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Tlie  lochia  were  free  and  not  offensive. 

The  gauze  was  removed  on  January  26th,  and  boric 
acid  douches  at  low  pressure  were  given.  The  patient 
made  a  very  good  recovery,  and  when  I  examined  her  on 
April  27th  the  uterus  Avas  freely  moveable,  and  the  scar 
was  quite  healed  and  had  only  a  very  little  thickening 
around  it. 

I  have  just  heard  from  Dr.  Donkin  that  the  patient 
remains  quite  well  (December  22nd,  1899). 

These  four  cases  of  rupture  of  the  uterus  are  the  only 
ones  which  I  have  treated  by  gauze  packing,  and  are  the 
only  cases  which  I  have  known  recover.  All  the  others 
(about  eight  in  number)  have  died  within  a  few  hours  from 
shock,  or  a  few  days  from  sepsis.  Two  of  these  fatal  cases 
I  treated  by  abdotninal  hysterectomy;  of  these,  one  (with 
extra-peritoneal  treatment  of  the  pedicle)  died  on  the 
operating  table,  the  other  (abdominal  pan-hysterectomy) 
died  shortly  afterwards.  This  experience  led  me,  in  speak- 
ing on  a  case  of  a  ruptured  uterus  treated  by  abdominal 
hysterectomy,  shown  to  this  Society  in  October,  1897,  by 
Dr.  John  Phillips,  to  remark  that  "  abdominal  hysterectomy 
was,  speaking  generally,  too  severe  an  operation  for  patients 
already  shocked  by  rupture  of  the  uterus.  Cases  in  which 
the  child  had  escaped  into  the  abdomen  requii-ed  abdominal 
section,  and  those  in  which  (as  in  Dr.  Phillips's  case)  the 
broad  ligament  had  been  torn  across,  required  hyster- 
ectomy ;  but  in  such  a  case  vaginal  hysterectomy  was 
preferable,  being  a  simpler  and  quicker  operation  and 
attended  by  less  shock.''  ('Obst.  Trans.,'  vol.  xxxix, 
p.  263). 

In  my  remarks  on  Dr.  Phillips's  case  I  cited  two  of  the 
above  cases  in  which  I  had  packed  the  tear  with  iodoform 
gauze,  and  recommended  this  method  of  treatment.  In 
1898  Mr.  Mayo  Robson  alluded  to  my  cases  Avithout  men- 
tioning my  name,  and  himself  gave  notes  of  a  successful 
case  ('Practitioner,'  1898,  vol.  Ixi,  p.  26).  With  this 
exception  I  am  not  aware  of  any  publication  upon  the  use 
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of  iodoform  gauze  packing  for  mipture  of  the  uterus  in  the 
literature  of  this  country,  and  I  have  thought,  therefore^  it 
might  be  useful  to  bring  the  subject  before  our  Society 
for  discussion. 

On  the  Continent  this  method  of  treatment  has  been 
recommended  by  Leopold  (^  Archivfiir  Gynakologie/  1890, 
Bd.  xxxvi,  p.  324)  ;  Piskacek  {'  Beitrage  zur  Therapie  und 
Casuistik  der  Uterusrupturen/  Wien,  1889)  and  Bar  ('  Le 
Progres  Medical,'  1899,  No.  28).  Leopold  makes  the 
suggestion  that  after  abdominal  section  it  is  sometimes 
better  to  pack  and  drain  with  gauze  than  to  remove  the 
uterus,  and  the  suggestion  seems  to  me  to  be  a  valuable 
one.  But  the  mere  operation  of  opening  the  abdomen  is 
not  unattended  by  shock  when  performed  upon  a  patient 
suffering  from  rupture  of  the  uterus,  and  it  necessitates 
the  administration  of  an  anaesthetic.  Abdominal  section 
may  be  necessary  in  some  cases  when  the  child  has  escaped 
into  the  abdomen ;  but  even  then  it  will  usually  be  advis- 
able, if  the  shock  be  great,  to  wait  until  the  patient  has 
recovered ;  and  while  waiting  it  will  be  advisable  to  pack 
with  iodoform  gauze  if  bleeding  be  still  going  on.  I 
attach  great  importance  to  the  removal  of  all  blood  from 
the  peritoneal  cavity  by  squeezing  it  through  a  long,  thick 
rubber  or  glass  tube  passed  with  the  hand  through  the 
tear,  and  by  removing  clots  with  the  hand.  And  it  might 
be  beneficial  to  flush  out  the  abdomen  through  the  tube 
with  salt  solution.  The  gauze  should  be  left  in  for  from 
six  to  ten  days,  and  gentle,  mild  vaginal  douches  should  be 
subsequentl^y  employed.  I  believe  that  the  mortality  of 
rupture  of  the  uterus  may  be  lessened  by  the  method  of 
treatment  advocated  above,  and  I  shall  be  glad  to  hear  the 
opinions  of  others  who  have  experience  of  this  terrible 
accident. 

My  own  views,  for  the  purpose  of  discussion,  nuiy  be 
briefly  stated  as  follows  : 

In  the  treatment  of  rupture  of  the  uterus — 

1.  Ahdominal  section  is  rarely  required,  and  almost 
solely  in  cases  where  the  foetus  has  passed  completely  or 
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in  great  part  into  the  peritoneal  cavity.  It  should  be 
performed  rapidly  under  local  infiltration-anaesthesia,  and 
should  be  followed  by  flushing  of  the  peritoneal  cavity 
with  normal  salt  solution  and  by  suture  of  the  tear,  if 
possible,  or,  if  this  be  not  possible,  by  packing  the  tear 
with  iodoform  gauze  and  draining  by  the  vagina  or 
abdomen, 

2.  Abdominal  hysterectomy  is  hardly  ever  necessary  ; 
when  the  broad  ligaments  are  so  much  damaged  as  to 
endanger  the  vitality  of  the  uterus,  vaginal  hysterectomy 
should  be  performed. 

3.  All  incomplete  tears  im})licating  the  broad  ligament 
and  most  complete  tears  should  be  treated  hy  pdckiny  the 
rupture  per  vaginam  with  iodofurm  gauze  after  removing 
clots  and  fluid  blood. 

The  President  observed  that  absorptiou  of  iodoform  caused 
rapid  pulse,  which  is  very  confusing,  as  it  may  be  taken  as  a 
symptom  of  sepsis.  He  would  like  to  hear  Dr.  Spencer's 
opinion  on  this  point.  The  President  had  ah-eady  noted  very 
rapid  pulse  in  a  case  where  he  packed  a  very  vascular  irre- 
moveal)le  capsule,  after  enucleation  of  a  broad  ligament  cyst, 
with  iodof(jrm  gauze  ;  the  pulse  was  alarmingly  high  for  a  time, 
but  there  was  no  evidence  of  septic  infection,  and  the  pulse  fell 
after  removal  of  the  gauze.  Many  foreign  authorities  objected 
now  to  iodoform  or  any  other  chemical  antiseptic  agent  in 
packing  wounds  and  capsules,  relying  on  sterilized  gauze.  Did 
Dr.  Spencer  hold  that  the  iodoform  in  gauze  was  an  active 
antiseptic  germicide  agent? 

Dr.  Peter  Horrocks  thought  that  a  very  strong  distinction 
should  be  made  between  cases  of  lacei'ation  of  the  cervix  and 
rupture  of  the  body  of  the  uterus.  In  two  of  Dr.  S])eiicer's 
cases  the  laceiation  had  not  penetrated  tlie  jieritoneal  cavity, 
and  had  been  confined  apparently  to  the  cervix  as  far  as  the 
internal  os.  Such  cases  were  not  uncommon,  and  often  did 
well  without  any  gauze  packing,  or  indeed  without  any  treat- 
ment at  all,  and  the  chief  point  was  to  stop  haemorrhage  and 
see  that  everything  was  done  aseptically.  The  cases  in  which 
the  peritoneal  cavity  was  opened  by  the  rupture  were,  as  a  rule, 
much  more  severe  and  much  more  dangerous.  He  had  had 
several  cases,  and  the  results  had  been  highly  satisfactory  in 
recent  years.  He  attributed  this  not  alone  to  the  packing  by 
gauze,  but  to  the  fact  that  tlie  labours  had  been  conducted 
asei>tically  by  the  accoucheur,  and  so  the  parts  had  not  become 
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septicallj  contaminated  before  treatment.  He  gave  details  of  a 
case  seen  many  years  ago  with  the  late  Dr.  Wilton  and  his 
partner  Dr.  Bosworth,  of  Sutton.  It  Ava^  a  case  of  diflB.cult 
transverse  presentation  in  which  the  uterus  ruptured  during 
delivery,  the  rent  extending  from  the  cervix  up  to  the  body  of 
the  uterus,  opening  the  peritoneal  cavity.  When  he  arrived  the 
intestines  were  in  the  vagina.  They  were  washed  and  put 
back,  and  the  rent  was  sewn  up,  but  the  patient  died  from 
peritonitis  in  about  forty-eight  hours.  This  was  in  the  pre- 
aseptic  days ;  but  a  few  years  ago  he  saw  a  case  of  rupture  of 
the  uterus  with  Dr.  Henry  of  Lewisham  where  the  rent  was  due 
to  precipitate  labour,  and  where  the  tear  was  so  extensive  that  it 
was  easy  to  pass  the  wiiole  hand  into  the  peritoneal  cavity.  In 
this  case  he  put  in  two  silkworm  gut  sutures,  so  as  to  draw  the 
gaping  wound  together  somewhat,  and  then  be  packed  with  sal- 
alenibroth  gauze  after  washing  out  with  a  solution  of  Tinct.  lodi, 
a  drachm  to  one  pint.  Thinking  that  the  gauze  would  not  only 
drain  the  peritoneal  cavity,  but  also  would  suck  up  the  lochia, 
he  recommended  the  removal  of  the  gauze  and  washing  out 
with  the  iodine  solution  every  twelve  hours  for  the  first  few 
days,  and  once  a  day  afterwards.  This  Avas  done  under  chloro- 
form every  time,  and  the  patient  made  a  most  excellent  reco- 
very without  pyrexia  or  offensive  discharge.  One  of  the  stitches, 
however,  gave  trouble,  in  that  it  had  to  be  removed  under  an 
anaesthetic  some  nine  montlis  afterwards.  Dr.  Henry  had 
published  the  case  in  the  'West  Kent  Med.-Cbir.  Soc.  Trans.' 
Since  then  tbe  lady  had  been  confined  of  a  liv'ug  child,  Avhich 
with  Dr.  Henry  he  had  brought  on  at  the  eighth  month  fearing 
that  tLie  old  rupture  might  give  way,  particularly  as  the  patient 
nearly  always  had  large  children.  He  gave  details  of  three 
other  cases  of  grave  rui)ture  of  the  uterus  penetrating  the  peri- 
toneal cavity,  in  all  of  which  sal-alembroth  gauze  Avas  used  to 
].ack  Avith,  and  Tinct.  lodi  solution  had  been  used  as  a  douche. 
In  each  case  the  gauze  Avas  removed  every  tAvelve  hours  for  the 
first  few  days,  and  every  twenty-four  hours  for  tbe  next  fcAV 
days,  and  each  patient  Lad  made  an  excellent  recovery.  He 
thought  Dr.  Spencer  had  left  the  gauze  in  too  long,  and  that  it 
rapidly  became  thoroughly  soaked  with  lochia,  when  these 
were  abundant,  as  during  tlie  first  feAv  days  after  labour. 
Moreover,  there  Avas  the  danger  that  the  gauze  might  become 
adherent  to  the  intestines,  and  so  cause  trouble  on  trying  to 
lemove  it.  He  did  not  think  hysterectomy,  either  abdo- 
minal or  vaginal,  Avas  to  be  recommended  in  rupture  of  the 
uterus,  Avhen  evei-ythiiig  in  connection  Avith  the  labour  had  been 
conducted  aseptically.  He  thought  the  best  treatment  in  cases 
which  Avere  not  cajiable  of  being  treated  in  the  Avay  already 
mentioned,  Avas  to  open  the  abdomen  and  sew  up  the  tear  with 
•sterilised  silk.     He  gave  details  of  a  case  in  Avhich  he  had  done 
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this  successfully.  The  rent  was  alonj;  the  auterior  wall  of  the 
utei-us,  and  extended  from  the  os  internum  upwards.  The  ladv 
was  under  tbe  care  of  Dr.  Shadwell,  of  Waltluunstow,  and  she 
made  a  good  recoverv,  although  about  the  tenth  day  the  whole 
abdominal  wound  gave  wav,  and  the  bowels  protruded  during  a 
severe  fit  of  coughing  soon  after  the  removal  of  tbe  stitches. 
Dr.  Shadwell  washed  the  bowels  with  boraeic  lotion,  replaced 
them  in  the  abdomen,  and  put  in  some  silver  wire  sutures,  and 
the  patient  did  well.  Finally,  he  did  not  think  any  special 
kind  of  gauze  was  essential.  So  long  as  it  was  aseptic  that  was 
probably  enough.  He  had  never  used  anything  but  sal-alem- 
broth  gauze  himself,  and  he  saw  uo  reason  to  change  it  for 
iodoform  gauze. 

Dr.  Lewers  said  he  had  had  a  case  of  rupture  of  the  uterus 
at  the  London  Hospital  about  eighteen  months  ago  in  which  a 
method  of  treatment  similar  to  Dr.  Spencer's  was  adopted. 
The  rupture  was  one  through  the  cervix  posteriorly  into  the 
I)eritoueum.  Iodoform  gauze  Avas  jiacked  into  the  rent  so  as  to 
project  into  the  peritoneal  cavity,  and  it  was  left  there  for  some 
days.  The  i>atient  was  several  times  in  an  extremely  critical 
condition  during  the  first  week,  with  very  rapid  feeble  pulse 
and  other  alarming  symptoms,  Init  she  eventually  recovei'ed. 
He  noticed  that  in  one  of  Dr.  Si»encer's  cases  he  had  observed 
exudation  on  pressure  of  jturiform  fluid  from  several  openings 
on  the  surface  of  a  cervix,  which  ultimately  proved  to  be  the 
seat  of  malignant  growth.  He  had  noticed  the  same  pheno- 
mena for  the  first  time  some  five  years  ago,  and  had  since 
noticed  it  in  other  cases  of  cancer  of  the  cervix.  He  was  now 
accustomed  to  look  upon  the  sign  as  a  valuable  indication  of 
cancer  of  tbe  cervix.  Refei-ring  to  the  material  used  for 
packing  into  the  jieritoneum,  either  in  cases  of  complete  rupture 
of  the  uterus  or  in  cases  of  abdominal  section,  he  believed 
that  the  iodoform  gauze  commonly  suiij>lied  varied  a  good  deal 
in  strengtb,  sometimes,  for  instance,  being  much  yellower  than 
at  other  times.  Except  when  tbe  less  highly  iodoformed  gauze 
was  employed  he  was  sure  there  was  a  good  deal  of  danger  of 
iodoform  poisoning,  and  of  late  he  had  used  carbolic  gauze  in 
the  peritoneum  with  satisfactory  results  in  cases  where  some 
kind  of  srauze  drain  was  required. 

Dr.  Herman  said  that  suture  of  a  ruptured  uterus  was  use- 
less unless  tlie  edges  of  the  wound  were  brought  accurately 
together  throughout  the  whole  length.  One  or  two  sutures  far 
ajmrt  were  wor.se  than  iiseless,  for  the  spaces  between  them 
might  form  pockets  in  which  secretions  might  be  retained  and 
decompose.  In  cases  in  which  complete  suture  of  the  wound 
could  not  be  done,  he  thought  packing  with  iodoform  gauze  was 
the  best  practice,  and  he  congratulated  Dr.  Spencer  upon  hi.s 
successful  application  of  it.     If  the  rent  was  so  situated  that 
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packing  with  gauze  was  impracticable,  lie  thought  vaginal 
hysterectomy  would  give  the  patient  the  best  chauce.  The 
vaginal  extirpation  of  the  puerperal  uterus  had  not  been  done 
until  recently,  probably  because  most  obstretricians,  as  he  him- 
self, had  supposed  that  the  removal  of  the  uterus  immediately 
after  delivery  would  be  a  difficult  and  dangerous  thing  ;  but 
those  Avho  had  done  it  had  found  it  a  very  easy  operation. 

Dr.  Drummond  Robinson  was  much  interested  in  Dr.  Hei'- 
bert  Spencer's  paper,  and  also  in  the  reports  of  instances  of 
successful  treatment  of  the  ruptured  uterus  mentioned  by  other 
speakers.  His  expeinence  of  this  condition  was  not  large,  but 
as  he  thought  that  every  addition  to  our  knowledge  of  the 
subject  was  valuable,  he  would  mention  his  cases.  He  had  had 
three  cases  of  ruptured  uterus  under  his  care.  In  one  case  the 
patient  died  within  a  couple  of  hours  of  a  complete  rujiture  of 
the  uterus.  The  other  two  cases  recovered.  The  first  of  these 
was  an  incomplete  rupture  into  the  left  broad  ligament,  the 
I'esult  of  a  neglected  shoulder  presentation.  No  suitable 
drainage  material  was  at  hand,  so  the  rupture  was  not  packed 
with  gauze  or  otherwise  drained.  When  seen  again  the  patient 
had  exhibited  no  bad  symptoms,  and  she  was  therefore  not  dis- 
turbed. She  made  an  uninterrupted  recovery.  No  drainage 
of  any  sort  was  used.  There  was  very  little  hsemorrhage  at  the 
time  of  or  after  the  rupture.  The  second  successful  case,  which 
occurred  some  two  years  ago,  was  that  of  a  multipara  of  about 
forty.  Labour  had  been  tedious,  and  forceps  were  at  length 
used  by  the  medical  man  in  attendance,  and  the  child  delivered 
(dead)  without  difficulty.  The  patient  (always  anaemic)  now 
became  markedly  collapsed,  and  on  vaginal  examination  a  piece 
of  material  (looking  like  fcetal  membranes)  the  size  of  the 
hand  was  seen  j^rotruding  from  the  vulva.  On  tracing  this 
upwards  it  was  found  to  be  a  flajj  of  jjeritoneum,  which  pro- 
jected through  a  large  rupture  in  the  anterior  wall  of  the  lower 
uterine  segment.  The  cervix  was  completely  split  anteriorly 
up  to  the  rupture  in  the  lower  uterine  segment.  The  bladder 
was  separated  from  the  supra-vaginal  portion  of  the  cervix 
uteri,  and  was  imiujured.  The  flap  of  peritoneum  was  cut  off, 
and  the  rupture  packed  with  cyanide  gauze ;  this  was  changed 
after  three  days.  The  patient  was  very  ill  for  nearly  a  fort- 
night, but  subsequently  made  a  good  recovery,  and  has  since 
given  birth  to  another  child  quite  normally.  A  few  days  after 
the  rupture  a  sinus  developed  at  the  umbilicus  from  which 
serous  fluid  exuded.     This  healed  up  in  a  few  days. 

Dr.  Herbert  Spencer,  in  reply,  said  that  two  of  his  cases 
were  complete  ruptures  and  two  incomplete.  The  distinction 
between  laceration  of  the  cervix  and  ru])ture  of  the  body  of  the 
uterus  could  not  be  sharply  drawn.  Most  cases  of  the  latter 
did  actually  involve  the  cervix.     Slight  cases  of  laceration  of 
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the  cervix  up  to  or  even  beyoud  tbe  vaginal  insertion  were  of 
small  importance ;  but  where,  as  in  his  two  cases,  the  cervix 
and  lower  segment  were  lacerated  so  extensively  as  to  admit 
the  half  hand  into  the  broad  ligament,  and  there  was  much 
haemorrhage  and  shock,  the  danger  was  great.  The  extent  of 
the  laceration  in  the  uterus  Avas  of  less  importance  than  the 
extent  of  the  laceration  of  the  vessels  and  tissue  of  the  broad 
ligament.  He  had  known  death  to  occur  where  a  cervical 
laceration  was  so  short  as  not  to  involve  either  os.  It  was  his 
experience  and  belief  that  these  severe  incomi>lete  lacerations 
actually  killed  more  women  than  the  complete.  He  wished 
again  to  emphasise  the  great  danger  of  abdominal  section  in 
rupture  of  the  uterus,  and  agreed  with  the  remarks  of  Dr. 
Herman  as  to  the  uselessness  of  partial  suture.  He  considered 
it  undesirable  to  inject  an  irritant  like  iodine  solution  into  the 
peritoneal  cavity,  and  dangerous  to  give  chloroform  and  change 
the  gauze  every  twelve  hours  ;  iodoform  gauze  might  be  left  in 
for  six  days  or  longer.  The  cases  related  by  other  speakers 
strengthened  his  belief  in  the  value  of  gauze  packing.  Though 
iodoform  gauze  was  not  free  from  risk,  he  believed,  in  anaemic 
cases  like  those  under  discussion,  it  Avas  less  dangerous  than 
cyanide  or  carbolic  gauze,  or  even  sterilised  gauze,  which  would 
not  long  remain  aseptic  in  the  vagina. 
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ANNUAL    MEETING. 

FEBRUARY  7th,  1900. 

Alban  Doran,  F.R.C.S.,  President,  in  the  Chair. 

Present — 54  Fellows  and  4  Visitors. 

Books  were  presented  by  the  St.  Bartholomew's  Hos- 
pital Staff  and  the  Leigh-Browne  Trust. 

E.  Collingwood  Andrews,  M.A.,  M.D.Cantab.,  and 
Sydney  Henning  Belfrage,  M.B.Lond.,  were  admitted 
P^'ellows  of  the  Society. 

The  following  gentlemen  were  proposed  for  election  : — •- 
Hugo  Adolf   Levison,  M.D.,  and  Frank   Eihvard  Taylor, 
M.A.,  M.B. 


SPECIMEN  OF  FCETUS  THORACOPAGUS. 
(See  Plates  II,  III,  and  IV.) 
Shown  by  Dr.  Amand  Routh. 

The  clinical  notes  on  the  birth  of  this  homologous  twin 
(Thoracopagus)  are  supplied  by  Dr.  H.  W.  Abbott. 

The  mother  of  the  twin  was  a  primipara,  who  conceived 
two  months  after  marriage,  the  pregnancy  having  lasteil 
thirty-two  weeks  and  thi-ee  days,  dating  from  the  last 
day  of  the  previous  "  period."  She  consulted  Dr.  Abbott 
when  twenty-eight  weeks  pregnant  for  unusual  size  of  the 
abdomen. 
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During  the  labour  examination  showed  that  a  head 
was  presenting  in  the  first  position  of  the  vertex.  The 
OS  was  fully  dilated  ten  hours  after  onset  of  labour.  The 
second  stage  was  slow,  but  the  head  came  partially 
through  the  vulva,  and  was  encouraged  to  rotate  for- 
wards in  the  intervals  of  pains.  At  this  time  there  were 
facial  contractions  from  efforts  to  breathe,  and  as  the 
face  was  becoming  cyanosed,  Dr.  Abbott  released  the  two 
shoulders  and  then  found  the  hands  of  the  second  child, 
and  not  knowing  the  twins  were  conjoined,  he  endeavoured 
to  push  the  hands  back  whilst  he  delivered  the  first 
child.  Finding  the  first  child  immobile  he  administered 
■chloroform,  and  discovered  that  the  bodies  were  joined. 
He  thought  of  dividing  the  twins  at  their  line  of  union, 
but  found  there  was  too  little  room  to  work  in,  so  he 
endeavoured  to  deliver  the  second  head,  which  was  firmly 
pressed  against  the  thorax  of  the  first  child.  He  accom- 
plished this  by  drawing  on  the  head  and  arms  of  the 
first  child,  and  the  twins  were  finally  delivered.  The 
perinjeum,  which  was  torn  through  the  sphincter  ani,  was 
sutured,  and  healed  well,  and  the  patient  convalesced  nor- 
mally. The  placenta  was  single,  and  being  partly  ad- 
herent, had  to  be  extracted  manually.  The  umbilical  cords 
were  united  four  inches  from  their  insertion  into  the  pla- 
centa. 

There  is  nothing  of  moment  in  the  personal  or  family 
Jiistory  of  the  patient  except  that  her  father  was  one  of 
triplets. 

Dr.  Arthur  Giles  said  that  the  condition  of  the  intestiue  iu 
these  cases  was  of  greatest  interest.  From  just  below  the 
duodenum  to  a  point  some  distance  above  the  caecum  the  intes- 
tines of  the  two  fetuses  were  fused,  remaining  distinct  above 
and  below.  This  fused  portion  corresponded  to  the  original 
mid-gut,  which  remained  open  and  iu  direct  continuity  with  the 
yolk-sac  for  some  time  after  the  fore-gut  and  hind-gut  had 
become  separated  off.  In  the  normal  foetus  the  mid-gut  formed 
the  principal  part  of  the  anterior  limb  of  the  long  intestinal 
loop,  the  bend  of  which  was  the  last  part  to  remain  attached  to 
the  umbilicus,  and  was  sometimes  found  permanently  drawn 
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out  as  Meckel's  divei-ticulum.  The  globular  dilatation  observed 
in  the  specimen  at  the  posterior  junction  of  the  fused  with  the 
separate  portions  of  the  gut  evidently  corresponded  in  position 
with  a  Meckel's  diverticulum.  The  great  interest  of  this  con- 
dition consisted  in  this,  that  it  formed  a  striking  i:)roof  of  the 
fact  that  in  the  case  of  thoracopagous  twins  the  two  embryos 
had  developed  from  a  single  ovum. 


Report  OH  Specimen  of  Foetun  Thoracoj)agus ,  sJioivn  hij  Dr. 
Amand  Routh. 

(See  Plates  II,  III,  and  IV.) 

The  specimen  is  gne  of  homologous  female  twins, 
weighing  9  lbs.  7  oz.,  united  along  its  anterior  aspect  by 
fusion  of  the  ribs,  commencing  between  and  just  below 
the  level  of  the  manubria  sterni  as  far  as  the  umbilicus. 
It  belongs  to  the  group  known  in  teratology  as  Empros- 
thozygosis,  and  to  the  sub-order  Thoracopagus.  The 
double  skeleton  is  complete  with  the  exception  of  the 
fused  ribs.  Beyond  extroversion  of  the  intestines  at  and 
below  the  umbilicus,  there  were  no  other  deformities. 

The  left  foetus  is  the  larger,  measures  17  inches  in 
length,  whilst  the  right  is  only  15i  inches  long. 

The  left  head  has  a  biparietal  diameter  of  3|  inches, 
and  a  circumfei-euce  of  12^  inches,  compared  with  3  inches 
and  11   inches  on  the  right  side. 

There  is  a  single  umbilical  cord  containing  two  arteries 
and  two  veins,  but  these  vessels  were  not  able  to  be 
traced,  being  spread  out  over  the  sac  of  peritoneum 
which  covered  the  extroverted   intestines. 

There  is  one  thoracic  cavity  containing  four  lungs, 
each  in  its  own  pleural  cavity.  The  one  on  the  extreme 
right  is  three-lobed,  and  the  one  on  the  extreme  left  is 
two-lobed.  The  two  internal  lungs  are  less  well  de- 
veloped.     All  the  lungs  were  completely  collapsed. 

There  are  two  complete  hearts,  united  at  their  bases 
by  a  solid  band.  There  is  only  one  pericardial  sac.  The 
heart  of  the  left  foetus  is  twisted  to  the  left,  so  that  its 
posterior  surface  faces  more  or  less  anteriorly.      The  band 
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of  union  between  the  cardiac  bases  is  solid,  and  unites 
the  uinscular  walls  of  the  right  auricle  of  the  left  foetus 
with  the  left  auricle  of  the  right  foetus.  The  cardiac 
vessels  are  normal,  and  the  foramen  ovale  and  the  ductus 
arteriosus  of  each  side   are  well  marked. 

There  are  two  tiiymus  glands. 

There  is  a  single  abdominal  cavity,  with  a  single  peri- 
toneal sac.  There  are  two  livers,  united  by  tlieir  posterior 
borders,  their  inferior  surfaces  being  apposed,  each  show- 
ing a  collapsed  gall-bladder.  When  the  livers  are  viewed 
from  the  front  they  are  seen  to  be  lying  so  that  the  upper 
surface  of  the  liver  belonging  to  the  left  foetus  faces 
anteriorly,  behind  which  is  the  liver  of  the  right  foetus 
with  its  upper  surface  facing  posterioi-ly. 

On  each  side  of  the  fused  livers,  at  the  angle  of  their 
fusion,  is  a  perfect  stomach,  passing  inwards  along  the 
under  aspect  of  the  line  of  fusion  in  the  space  between 
the  livers,  uniting  there  to  form  a  common  duodenum, 
which  is  continued  by  twenty-two  inches  of  small  intes- 
tine (?  jejunum)  ending  in  a  i-emarkable  intestinal  sac, 
more  or  less  spherical  in  shape,  measuring  about  three 
and  a  half  inches  across,  containing  meconium. 

From  the  two  sides  of  this  sac,  equidistant  from  the 
l)oint  of  entry  of  the  single  small  intestine,  two  other 
pieces  of  small  intestine  (ileum)  issue,  10  inches  long  on 
the  right  side  and  14  inches  long  on  the  left,  terminating 
on  each  side  with  a  well-formed  c^cum  and  vermiform 
appendix.  From  the  caecum,  on  each  side,  the  large 
intestine,  distended  with  meconium,  is  continued  for  14 
inches,  and  terminates  in  a  rectum,  of  which  the  anus  is 
perforate  in  each  foetus. 

Each  foetus  has  two  kidneys,  two  ureters,  and  two 
adrenals.  There  are  also  two  spleens,  the  left  double  the 
size  of  the  right,  situated  normally. 

The  uterus,  ovaries,  and  Fallopian  tubes,  as  well  as  the 
bladders,  are  complete  in  each  foetus. 

Amand  KouiH. 

C.  Ho  BERT  Kobe  UTS. 
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Illustrating  \)v.  Amand  Routli's  specimen  of  Foetus 
Thoracopagus. 

1.  Common  peiicardium  for  the  fused  hearts. 
2,2.  Liinirs. 

3,  3.   Right  auricles. 

4,  4.  Thymus  glands. 

5.  Left  auricle   fused  to  the  right  auricle  of  the  other  side,  but  not 
communicating  with  it. 

6,  6.   Left  ventricles,  normal. 

7,  7.  Right  ventricles,  normal. 
8,8'.  Upper  and  lower  livers,  fused. 

9,9.  Spleens. 

10,  10.   Stomachs. 

11,  11.  Gall-bladders. 

12.  Umbilical  cord  (two  arteries,  two  veins). 

13.  Umbilical  veins. 

14.  Common  duodenum. 
15, 15.  Sigmoid  flexures. 

16.  Connnon  jejunum. 

17. 17.  Vermiform  appendix  on  each  side. 

18. 18.  Cfficum  on  each  side. 

19. 19.  Ileum. 

20.   Rounded  sac  into  which  common    jejunum   opens,  and  from    which 
ilea  arise. 
L'l,  21.   Genitals,  botli   ^  . 
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Drawn  by  C.  llnlicrt  Roberts. 

Ilkislr.iting  Dr.  Amand  K(HJ  ill's  .S|xcimcn  of  Fiotus  Thoracopagus. 
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Illustrating  Dr.  Amand  Routh's  Specimen  of  Foetus  Thoracopagus 
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Dr.  Roberts  said  he  was  much  interested  in  the  specimen, 
and  had  Ijad  the  advantage  of  dissecting  it  with  Dr.  Routh. 
The  marked  peculiarities  were  the  fusion  of  the  hearts,  livers, 
and  the  intestinal  tract.  The  foetuses  were  homologous  female 
twins,  therefore  of  the  same  sex,  and  appeared  to  be  joined  by 
their  visceral  laminae  above  the  umbilicus.  Looking  over  the 
specimens  at  the  Royal  College  of  Surgeons,  Teratological 
Series,  all  the  nine  specimens  were  females,  and  two  exhibited 
almost  similar  conditions  of  the  intestinal  tract  (IS^os.  112, 113), 
viz.  there  were  two  livers  more  or  less  fused,  two  stomachs, 
two  duodena,  the  latter  entering  a  common  jejunum  which 
passed  into  a  common  rounded  sac,  from  which  two  ilea  then 
arose,  jjassing  to  a  csecum  on  either  side,  each  of  which  commu- 
nicated with  the  rectum  which  each  foetus  possessed.  The 
common  sac  was  of  great  interest,  and  he  thought,  with  Dr. 
Giles,  it  possibly  represented  a  diverticulum  of  the  ileum,  but 
in  Dr.  Routh's  specimen  it  seemed  to  occur  at  the  origin  of  the 
ilea,  not  in  the  lower  part.  In  one  sj^ecimen  at  the  College  of 
Surgeons  the  cord  had  two  umbilical  veins  and  four  arteries 
(No.  112).  The  hearts  in  the  specimens  at  the  College  varied ; 
some  were  separate,  others  fused;  in  one  case  (No.  117)  the 
hearts  were  placed  one  above  the  other,  the  upper  heart  giving 
an  aorta  to  either  foetus.  Extroversion  of  the  viscera  also 
occurred  frequently,  and  one  or  other  fcetus  might  be  deformed. 
The  anterior  method  of  junction  of  the  two  bodies  =  para- 
zygosis,  sub- vai'iety  =  thoracopagus,  apj^eared  to  be  the  com- 
monest variety  of  duplicity  in  the  human  species. 

The  President  suggested  that  there  Avas  quite  enough  mate- 
rial in  the  Society's  '  Transactions  '  to  make  up  a  first-class 
English  work  on  teratology.  Many  valuable  specimens  of 
monsters  were  to  be  found  in  the  museums  of  the  Royal  College 
of  Surgeons  and  the  medical  schools  in  Loudon.  The  pub- 
lished and  iiiipublished  cases  collected  into  one  volume  would 
form  a  work  rivalling  and  perhaps  excelling  the  standard  mono- 
graphs of  Forster,  Ahlfeld,  and  Barton  Cook  and  Hirst.  The 
work  might  be  divided  into  two  parts.  The  first  would  be 
scientific,  being  a  systematic  description  of  the  different  types 
of  monsters  and  malformations,  including  comments  on  the 
embryological,  anatomical,  and  morphological  aspects  of  each 
type  ;  the  second  part  would  be  obstetrical,  treating  of  difficult 
labour  due  to  monsters,  and  of  the  phenomena  of  twin-gesta- 
tion and  hydramnion  in  relation  to  certain  special  forms  of 
monstrosity. 
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SPECIMEN  OF   PRIMARY  SOLID  CARCINOMA  OF 
THE  OVARY. 

(See  Plate  V.) 
Shown   by  W.    S.  A.   Griffith,  M.D. 

In  August,  1897,  a  lady  aged  58  was  seen  by  Dr. 
GriflSth. 

Menstruation  commenced  at  17,  was  scanty  and  irre- 
gular until  marriage.  She  had  had  two  children  without 
complications,  the  younger  being  thus  34  years  of  age. 
No  miscarriages. 

Since  the  birth  of  the  children  menstruation  had  been 
normal  and  quite  regular  until  about  the  age  of  47,  Avhen 
menorrhagia  with  clots  commenced,  and  continued  until 
the  cessation  at  53. 

In  December,  1896,  she  broke  a  leg,  and  in  April,  1897, 
haemorrhage  from  the  vagina  began  without  any  ascer- 
tained cause,  which  continued  with  occasional  cessation 
for  a  day  or  two  until  her  visit  to  Dr.  Griffith.  The 
quantity  was  alwaj^s  slight,  less  than  menstrual,  one 
diaper  a  day  being  usually  sufficient.  There  was  no  pain 
or  leucorrhcea.  Her  weight  was  as  usual,  and  general 
health  good. 

At  the  age  of  19,  and  once  since,  Sir  James  Paget  had 
removed  some  small  nodules  from  the  left  breast. 

The  uterus  was  found  to  be  a  little  enlarged  by  a  small 
fibroid  of  the  posterior  wall ;  the  cervix  quite  healthy. 

On  September  8th  the  uterus  was  dilated  and  explored, 
and  found  to  be  empty  ;  it  was  curetted  and  swabbed  with 
tincture  of  iodine.      Recover}''  uneventful. 

1898. — In  May  she  was  seen  again.  Slight  and  irregular 
haemorrhage  began  a  few  weeks  after  the  curetting, 
lasting  a  few  days,  Avith  intervals  of  two  or  three  weeks. 
No  other  discharge  or  pain  ;  the  uterus  appeared  to  be  a 


DESCRIPTION   OF   PLATE   V. 

Illustrating  Dr.  W.  S.  A.  Griffith's  specimen  of  Primary 
Solid  Carcinoma  of  the  Ovary. 

Fig.  1. — a  =  columnar-celled  growth  invadinj^  ovarian  stroma. 

Fig.  2. — ri  =  ovarian  stroma,     h  =  acini  lined  by  columnar  epithelium. 
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A -ill.  Objective. 


llluslrating  Dr.  W.  S.  A.  Gkiffiiu's  Specimen  of  Primary  Soliil  Carcinoma 
of  the  Ovarv. 
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little  larger  from  the  growtli  of  a  second  nodule,  but  this 
was  not  certain, 

1899. — In  October  she  returned  to  London  saying 
there  was  a  definite  enlargement  of  the  abdomen  ;  her 
health  had  been  and  was  good,  and  there  had  been  no 
hgemorrhage  since  July,  1898. 

Dr.  Griffith  found  a  large  solid  tumour  in  the  abdomen, 
which  appeared  to  have  originated  in  the  right  ovary,  the 
uterus  being  displaced  to  the  left  and  not  directly  con- 
nected with  the  tumour.  The  tumour,  having  developed 
since  her  visit  fifteen  months  previously,  was  believed  to 
be  a  sarcoma  and  its  removal  was  advised. 

On  November  2nd  the  tumour  was  removed  by  Dr. 
Griffith  without  any  important  difficulty;  there  was  no 
excess  of  peritoneal  fluid  ;  the  left  ovai*y  was  small  and 
healthy,  and  was  removed  ;  the  uterus  was  so  nodular  and 
suspicious  in  appearance,  that  after  some  consideration  it 
was  removed  by  supra-vaginal  amputation.  This  part  of 
the  operation  took  much  longer  than  was  expected,  the 
tissues  being  very  soft  ;  though  there  was  no  loss  of 
blood,  the  pulse  failed,  and  she  survived  the  operation 
only  two  days. 

Examination  of  the  uterus  afterwards  showed  that  it 
might  have  been  left  safely,  one  or  two  of  the  fibroids 
showing  evidence  of  active  growth,  the  others  being  quite 
senile. 

The  tumour,  which  involved  the  whole  ovary,  was  of  the 
size  of  a  child^s  head,  nodular  on  the  surface,  firm  and 
without  cysts,  and  had  the  general  shape  of  the  adult 
ovary. 

Preserved  it  measures  5  inches  by  5  inches  by  4  inches. 

On  section  it  presents  a  firm  white  reticulated  struc- 
ture, the  spaces  being  usually  gelatinous,  and  yellowish  or 
greyish  in  colour. 

The  white  reticular  bands  present  the  usual  characters 
of  the  ovarian  stroma,  the  recent  and  actively  growing 
parts  being  spindle-celled,  the  older  parts  fully  developed 
connective    tissue,    and   the    yellow   and    grey   gelatinous 
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parts  being  the  same  in  an  active  state  of  softening  and 
liquidation  of  the  stroma. 

The  cells  are  contained  in  alveoli  very  sparsely  scat- 
tered in  the  stroma,  some  quite  minute,  and  others  of 
considerable  size.  The  earliest  stage  of  development  is 
from  simple  tubes  lined  by  a  single  layer  of  columnar 
epithelium,  well  formed,  with  a  central  lumen. 

The  epithelium  and  tubes,  proliferating,  become  closely 
packed,  so  that  some  alveoli  are  filled  with  masses  of  cells 
and  closely  pressed  tubules,  still  retaining  the  columnar 
types  of  cells  ;  while  in  others  the  cells  are  so  compressed, 
and  have  proliferated  so  rapidl}^  that  they  have  lost  more 
or  less  completely  their  columnar  shape,  and  are  oval 
or  even  spheroidal  in  shape.  A  section  from  such  a 
place  would  have  left  the  exact  nature  of  the  tumour  in 
some  uncertainty  ;  such  structures  are  usually  described  as 
"  scirrhus.^' 

Solid  carcinoma  of  the  ovary  is  a  rare  disease,  though 
carcinomatous  masses,  like  dermoid  patches  in  ovarian 
cysts,  are  not  uncommon. 

It  is  said  to  be  usually  bilateral,  and  that  ascites  deve- 
lops early ;  in  this  case  the  other  ovary  is  senile  and 
presents  no  signs  of  a  similar  growth,  and  there  w'as  no 
accunnilation  of  peritoneal  fluid. 

The  combination  of  such  diverse  histological  characters 
in  a  single  specimen,  developing  at  about  the  age  of  60, 
appears  to  be  unusual.  Pfannenstiel,  in  Veit's  '  Hand- 
buch,'  Band  iii,  p.  346,  in  his  account  of  carcinoma  of  the 
ovary,  describes  two  forms,  the  medullary  occurring  at  an 
early  age  (Olshausen  quotes  one  of  eight  years  of  age),  and 
the  scirrhus  at  advanced  age.  Had  not  sections  been 
made  from  different  parts  of  the  tumour,  it  would  have 
been  described  as  scirrhous  or  spheroidal-celled  carci- 
noma. 

Dr.  Griffith  is  indebted  to  Dr.  Hubert  Eoberts  for  the 
excellent  drawing  of  the  specimen. 


A  MULTILOCULAE  CYST  OF  THE  OOPHORON. 

Shown  by  Cuthbert  Lockyer. 

Mr.  CcTHBERT  Lockyer  showed  a  multilocular  cyst  of 
the  oophoron,  wliich  had  burrowed  into  the  right  uieso- 
metrium.  The  cyst  contained  sixteen  pints  of  thick  glairy 
fluid^  had  very  thick  walls^  and  was  made  up  of  four 
separate  locuh'.  The  ovarian  fimbria  was  eight  inches 
long^  extending  around  one  third  of  the  circumference  of 
the  tumour.  He  remarked  that  cystic  adenomata  of  the 
ovary  Avere  rare  in  this   subserous  situation. 

Three  cases  were  quoted  from  the  President's  writings, 
and,  referring  to  250  ovariotomies  performed  by  Olshausen, 
in  which  forty-six  of:  the  cysts  were  intra-ligamentary 
(exchiding  the  parovarian  vai'iety),  Mr.  Lockyer  stated 
that  a  great  number  of  these  seemed  to  be  hilum  cysts, 
and  not  arising,  as  in  his  specimen,  from  the  egg-bearing 
portion  of  the  ovary.  A  drawing  of  the  specimen  in  the 
recent  state  accompanied  the  cyst. 

The  President  held  that  muck  was  yet  to  be  learnt  about 
broad  ligament  cysts.  He  had  known  papillomatous  cysts  of  that 
class  to  prove  highly  malignant,  Avhilst  others  never  recurred. 
He  had  found  that  the  fluid  in  the  common  "parovarian  "  cyst 
Avas  clear  and  non-albuminovis,  as  was  commonly  taught.  In 
one  case,  hoAvever,  the  cyst  seemed  to  be  a  dilated  lymph- 
channel,  containing  several  pints  of  extremely  coagulable  fluid, 
Avhilst  it  possessed  no  ti-ue  Avail,  the  broad  ligament  forming  its 
caj^sule,  or  rather  its  wall  bore  pajjillary  groAvths.  The  cavity 
Avas  simply  drained,  and  tAvo  years  later  the  patient  was  free 
from  recurrence. 


Annual  Meeting. 

The    audited   balance-sheet   of   the    Treasurer    (Dr.   J. 
Wntt  Black)  was  passed  round. 
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It  was  moved  by  Dr.  Playfair,  seconded  by  Dr.  Stabb^ 
and  carried — "  That  the  audited  report  of  the  Treasurer 
be  received,  adopted,  and  printed  in  the  next  volume  of 
the  '  Transactions.'  " 


Report  of  the  Honorary  Librarian  for  1899. 

'^  There  is  very  little  of  interest  to  report  regarding- 
the  Library  of  the  Society. 

"  Fifty-nine  volumes  have  been  added  to  the  Library,  of 
which  31  have  been  presented  by  their  authors,  and  28 
have  been  purchased.  The  total  number  of  books  in  the 
Library  now  amounts  to  5431. 

"  It  is  disappointing  to  find  that  so  little  use  is  made  of 
the  Library  by  the  Fellows  of  the  Society.  Only  610 
visits  were  made  to  the  Society's  rooms  during  the  year, 
an  average  of  about  two  for  each  day,  and  only  43 
Fellows  made  use  of  their  privilege  of  borrowing  books 
from  the  Library  during  the  same  period.  These  figures 
prove  that  the  advantages  of  such  a  Libraiy,  unique  in 
its  special  bi-anch  of  literature,  are  not  yet  fully  realised 
by  the  Society  as  a  whole. 

''  Amand  Routh,   M.D." 

It  was  moved  by  Dr.  Griffith,  seconded  by  Dr.  J. 
Watt  Black,  and  carried — "  That  the  report  of  the  Hon. 
Librariiin     be     received,    adopted,    and    jn-inted    in    the 

'  Transactions.'  " 


Report  of  fJie  Board  for  the  Exaininafion  of  3Iidivives. 

"  The  Board  of  Examiners  have  the  honour  to  report 
that  (luring  the  past  year  842  candidates  entered  for 
examination  ;  705  wei-e  successful  in  satisfying  the  exa- 
miners, 119  failed,  and  18  were  absent. 

"  The  total  number  on  the  Register  up  to  the  present 
date  is  4943. 
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''  The  increase  of  applicants  this  year  over  last  year  is 
154. 

"  During  the  last  twelve  months  the  opposition  that 
has  been  raised  in  some  quarters  to  a  Midwives  Bill  has 
been  considerably  modified.  At  the  November  sitting 
of  the  General  Medical  Council,  Mr.  George  Brown  and 
Mr.  Victor  Horsley  were  defeated,  and  the  action  of  the 
Obstetrical  Society  was  supported  and  approved  by  the 
President,  Sir  William  Turnej',  the  late  Sir  Richard 
Thorne,  and  others,  and  the  beneficial  influence  which  the 
Obstetrical  Society  had  exercised  in  improving  the 
status  of  midwives  was  freely  acknowledged.  Moreover, 
at  the  meeting  of  the  Metropolitan  Counties  Branch  of 
the  British  Medical  Association  in  December,  the  only 
resolution  which  was  carried  was — '  That  this  Branch, 
realising  that  the  abolition  of  midwives  is  impossible,  is 
of  opinion  that  all  women  practising  as  midwives  should 
be  placed  under  proper  supervision  by  medical  prac- 
titioners, and  is  prepared  to  support  legislation  for  this 
purjDose,' — a  resolution  which  we  cordially  endorse. 
"  On  behalf  of  the  Board, 

"  Percy  Boulton,  M.D., 
"  February  1th,  1900.  ''  Chairman." 

Dr.  Griffith  moved — "That  the  report  of  the  Chair- 
man of  the  Board  for  the  Examination  of  Midwives  be 
received,  adopted,  and  printed  in  the  'Transactions.'  " 

This  was  seconded  by  Dr.  RoBEirr  Boxall  and  carried. 

The  ballot  was  then  taken  for  the  election  of  Honorary 
Fellows,  and  the  following  gentlemen  were  declared 
elected  :  Sir  William  Overend  Priestley,  M.D.,  M.P. 
(London)  ;  James  R.  Chadwick,  M.D.  (Boston,  U.S.). 

The  President  announced  that  the  officers  and  Council 
shown  on  the  printed  list  as  recommended  by  the  Council 
were  dulv  elected. 
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Officers  and  Council. 


President. — Albau  Dorau,  F.E.C.S. 

Vice-Presidents. — John  W.  Byers,  M.A.,  M.D.  (Bel- 
fast) ;  William  Eadford  Dakin,  M.D.  ;  John  Phillips, 
M.A.,  M.D.  ;  Jamieson  Boyd  Hurry,  M.A.,  M.D. 
(Reading). 

Treasurer. — James  Watt  Black,  M.D. 

CJiairman  of  the  Board  for  the  Examination  of  Midivives. 
— Percy  Boulton,  M.D. 

Honorary  Secretaries. — Herbert  R.  Spencer,  M.D.  ; 
Amand  Routh,  M.D. 

Honorary  Librarian. — Montagu  Handfield-Jones,  M.D. 

Other  Members  (f  Council. — Augustus  W.  Addinsell, 
M.B.,  CM.  ;  A.  H.  Freeland  Barbour,  M.D.  (Edinburgh)  ; 
George  Francis  Blacker,  M.D.  ;  Robert  Boxall,  M.D. ; 
Francis  Heni-y  Champneys,  M.A.,  M.D.  ;  Thomas  Vincent 
Dickinson,  M.D.  ;  Angus  Fraser,  M.D.  (Aberdeen)  ; 
Arthur  Edward  Giles,  M.D. ;  George  Ernest  Herman, 
M.B. ;  Thomas  Robert  Lombe,  M.D.  (Torquay)  ;  John 
Dysart  McCaw,  M.D.  ;  Ewen  John  Maclean,  M.D.  ;  Hugh 
James  Moon  Playfair,  M.D.  ;  AV'illiam  Loudon  Reid,  M.D. 
(Glasgow)  ;  George  H.  Drummond  Robinson,  M.D,  ; 
William  Japp  Sinclair,  M.D.  ;  Arthur  Francis  Stnbb, 
M.B.,  B.C.;  John  William  Taylor,  F.R.C.S.  (Birming- 
ham). 

It  was  moved  by  Dr.  W.  J.  Gow,  seconded  by  Dr. 
Nix,  and  carried — "  That  the  thanks  of  the  meeting  be 
given  to  the  retiring  Vice-President,  Dr.  William  Duncan, 
and  to  the  other  retiring  members  of  the  Council,  Dr. 
Ford  Anderson,  Dr.  Eden,  Dr.  Hayes,  Dr.  Nicholson,  Dr. 
Pinhorn,  Dr.  Hubert  Roberts." 

It  was  moved  by  Dr.  Culmngwokth,  seconded  by  Ur. 
HouROCKs,  and  carried — "That  the  best  thanks  of  the 
meeting  be  given  to  the  retiring  Hon.  Secretary,  Dr. 
John    Phillips,  and    to    the    retiring   Hon.  Librarian,  Dr. 
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Amand  Koutli,  fur  their  valuable  services  to  the  Society 
during  their  respective  terms  of  office." 

Dr.  CcLLiXGWORTH,  in  moving  the  resolution,  said  that 
he  could  not  let  the  retirement  of  Dr.  -John  Phillips  from 
the  secretaryship  pass  without  a  personal  acknowledg- 
ment from  him  (the  speaker)  of  the  great  assistance  Dr. 
Phillips  had  given  him  during  his  two  years  of  office  as 
President,  of  the  pleasure  it  had  been  to  work  with  him, 
and  of  the  admirable  and  conscientious  manner  in  which 
he  had  performed  the  responsible  and  somewhat  exacting 
duties  of  the  secretarial  office. 

He  believed  that  compareil  with  the  office  of  Hon. 
Secretary  that  of  Hon.  Librarian  was  not  particularly 
onerous  ;  but  tliougli  the  duties  might  be  somewhat  light, 
Dr.  A.  Routh  had  performed  them  conscientiously,  and 
deserved  the  thanks  of  the  Society.  Dr.  Routh  was  now 
going  to  undeitake  the  heavier  duties  of  the  Secretary- 
ship, and  he  had  no  doubt  that  he  Avould  do  the  work 
allotted  to  him  in  such  a  way  as  to  earn  the  gratitude  of 
the  Society,  just  as  surely  as  he  had  done  in  the  post  he 
was  now  relinquishing. 

The  President  then  delivered  the  Annual  Address. 


43 


ANNUAL  ADDRESS. 

Gentlemen, — The  President  of  this  Society  is  expected 
to  give  at  each  Annual  Meeting  an  account  of  the  work 
done  during  the  past  3'ear.  On  January  Ist^  1899,  the 
total  number  of  Fellows  was  693,  14  being-  honorary  and 
corresponding,  and  679  ordinary  Fellows.  In  1899  we 
lost  10  by  death  and  20  by  resignation.  On  the  other 
hand  we  have  gained  26  by  election,  so  that  our  net  loss 
is  4.  On  January  1st,  1900,  our  total  amounted  to  689, 
of  Avhom  14  are  honorary  and  corresponding,  and  675 
ordinary  Fellows.  I  trust  that  the  Fellows  will  exert 
themselves  to  increase  our  ranks.  No  doubt  the  great 
multiplication  of  newer  and  more  local  societies  accoujits 
for  the  almost  stationary  condition  of  older  associations, 
as  far  as  mere  numbers  are  concerned.  Yet  the  special 
advantages  which  we  can  offer  to  all  who  join  us,  young 
and  old,  should  be  explained  to  all  members  of  the  pro- 
fession suitable  as  candidates. 

You  have  seen  that  the  reports  of  the  Treasurer, 
Honorary  Librarian,  and  Cliairman  of  the  Board  for  the 
Examination  of  Midwives,  are  altogether  satisfactory. 
The  advantages  of  our  fine  Library  do  not  seem  to  be 
generally  appi-eciated  by  the  Fellows  ;  let  me  then  remind 
you  that  it  is  kept  supplied  with  all  the  leading  text-books, 
monographs,  and  periodicals,  British  and  foreign,  which 
treat  of  midwifery  and  the  diseases  of  women.  The  pros- 
pect of  legislation  for  midwives  would  be  bright  indeed  if 
it  were  not  for  the  terrible  responsibilities  which  Parlia- 
ment must  face  during  this  Session,  and  which  will  leave 
it  little  time  for  domestic  legislation.  Our  Council  and 
Board  have  during  the  past    year    kept  watch  oyer  the 
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rights  and  interests  of  our  Society,  lest  they  should  be 
prejudiced  by  misunderstandings  and  misstatements. 

The  essential  part  of  our  annual  address  consists  of  a 
review  of  our  work,  and  some  notice  of  the  lives  of  those 
departed  from  us.  The  obituaries  make  up  a  tragic 
theme,  especially  on  this  occasion,  when  I  shall  have  to 
speak  of  that  remarkable  man  Mr.  Lawson  Tait.  I  must 
begin  with  the  review,  which,  I  am  glad  to  say,  cannot  rank 
as  tragedy,  and  is  not  exactly  comedy,  but,  from  its  very 
nature,  and  no  fault  of  ours,  is  apt  to  fall  under  the 
tutelage  of  the  genial  goddess  of  Dulness  mentioned  in 
Pope's  ''  Dunciad."  Now  with  your  gracious  patience,  I 
will  a  round,  unvarnished  tale  deliver  of  the  whole  course 
of  our  meetings  in  1899.  This  annual  review  is  un- 
doubtedly a  little  wearisome  to  the  whole  meeting,  but 
individual  Fellows  must  be  considered  as  well  as  the 
entire  Society.  A  President  would  give  offence  should 
he,  after  furnishing  you  with  full  details  of  a  few  con- 
tributions, speak  of  the  other  papers,  like  the  author  of 
the  '  Eton  Lntiu  Grammar  '  spoke  of  certain  nouns,  as 
"many  others  which  it  would  be  tedious  to  recapitulate." 

Following  the  commendable  example  of  my  predecessor, 
I  shall  review  the  papers  in  scientific  and  not  in  chrono- 
logical order,  and  will  begin  with  communications  on 
obstetrical  subjects,  of  wiiicli  we  had  a  good  series  last 
year. 

Pregnancy,  Labouu,   and  the  Pqkki'ehium. 

Puer()eral  eclampsia  formed  the  subject  of  two  papers. 
Drs.  Walter  Griffith  and  Eden  read  in  April  a  communica- 
tion on  a  case  of  this  disorder,  adding  a  description  of  a  five 
weeks'  ovum  removed  iu  a  subsequent  pregnancy.  The 
patient  was  subject  to  chronic  nephritis.  The  ovum 
showed,  under  tlte  microscope,  morbid  changes,  which  the 
authors  held  to  be  primary.  In  October  another  clinical 
report  on  puerperal  eclampsia  was  read  by  Dr.  Horace 
Savory  ;   in   this  instance   obstinate  constipation   existed. 
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and  when  overcome  the  patient  began  to  get  well. 
Copi'Eemia,  it  was  noted,  is  by  no  means  the  cause  of 
eclampsia,  thongh  clearly  a  perilous  complication. 

In  June  a  good  discussion  followed  the  reading  of  Dr, 
Thomas  Wilson's  interesting  paper  on  hydramniou  in 
cases  of  unioval  or  homologous  twins,  based  on  two  cases 
in  the  author's  pi'actice  and  twenty  carefully  tabulated 
from  other  sources.  The  promulgation  of  Dr.  Wilson's 
views  on  the  subject  led  to  much  discussion  as  to  the 
causation  of  hydramnion  under  any  circumstances,  and  as 
to  the  natui-al  sources  of  the  liquor  amnii. 

Dr.  Lewers  favoured  the  Society  in  July  Avith  a  record 
of  a  case  of  persistent  mento-posterior  position  of  the 
face,  in  which,  after  failure  with  the  ordinary  forceps, 
the  child  was  speedily  delivered  with  the  axis-traction 
forceps.  There  was  some  discussion  after  the  reading  of 
this  report  as  to  whether  the  mal-presentation  was  strictly 
''  persistent,"  and  might  not  have  been  better  corrected 
by  a  Luke  Robinson's  lever,  or  by  along  straight  forceps. 

In  October  we  were  indebted  to  Dr.  Herbert  Williamson 
for  a  contribution  on  hydatidiform  degeneratioii  of  the 
chorion.  He  discussed,  among  other  things,  the  relation 
of  hydatidiform  mole  to  deciduoma  malignum.  In  conse- 
quence we  were  honoured  by  some  observations  made  by  Dr. 
Ludwig  Praenkel,  of  Breslau,  the  author  of  several  impor- 
tant monographs  on  hydatidiform  mole,  and  one  of  the 
chief  supporters  of  the  German  theory  that  deciduoma 
malignum  often  owes  its  origin  to  this  form  of  mole. 
Addressing  us  in  the  noble  language  of  Goethe  and 
Schiller,  he  brought  forward  arguments  in  defence  of  his 
theory  certainly  based  on  patient  observation  and  direct 
research.  He  observed  that  Veit  \vas  the  sole  German 
authority  who  agreed  with  the  theory  of  Kanthack  and 
Eden,  that  deciduoma  malignum  arises  in  a  sarcoma  of 
the  uterus  existing  before,  but  stimulated  by,  the  preg- 
nancy."^ 

Dr.  Herman  read  in  November  a   report  of  two  cases 

*  "  Deciduoma  malignum,"  Veit's  '  Haudbnch  der  Gyniikologie,'  vol.  iii. 
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in  whicli  life  was  aj^parently  saved  by  the  use  of  auti- 
streptococcic  serum.  This  preparation  was  in  the  first 
instance  administered  to  a  patient  apparently  moribund 
after  the  partial  removal  of  a  suppurating  pelvic  cyst,  in 
the  second  to  a  subject  suffering  apparently  from  pysemia 
in  childbed.  Considerable  scepticism  as  to  the  value  of 
serum-therapy  was  admitted  by  the  author  in  the  very 
title  of  his  paper,  and  by  others  who  discussed  it.  Both 
the  valuable  report  of  the  American  Gynecological  Society 
and  the  investigations  of  our  Honorary  Secretary,  Dr. 
Herbert  Spencer,  made  public  at  the  Portsmouth  meeting 
of  the  British  Medical  Association  last  August,  alike  tend 
to  discredit  the  use  of  antistreptococcic  serum. 

Dr.  John  Phillips  read  in  December  notes  on  a  case  of 
apparently  acute  idiopathic  peritonitis  complicating  preg- 
nancy and  labour.  An  exploratory  incision  was  made, 
but  the  patient  died.  At  the  necropsy  no  definite  cause 
for  the  peritonitis  could  be  discovered. 


EXTRA-UTEEINE    PkEGNANCY. 

A  clinical  report  was  read  by  Dr.  Archibald  Donald, 
in  January,  on  a  case  of  intra-ligamentary  ectopic  gesta- 
tion at  the  seventh  month,  in  which  the  foetus  was 
extracted  by  vaginal  incision  and  perforation.  An 
abdominal  incision  had  just  been  made,  but  as  the 
placenta  presented  in  that  direction,  the  vaginal  route 
was  deemed  the  safer.  The  patient  recovered.  The 
placenta  came  away  slowly  and  in  fragments. 

Notes  on  a  case  of  tubal  molar  pregnancy  were  read  by 
Dr.  John  Phillips  in  December,  The  author  laid  stress  on 
the  continued  uterine  hasmorrhage  which  was  observed. 
An  ovarian  cyst  on  the  opposite  side  suppurated,  and  the 
affected  tube  was  removed  in  the  fifth  month,  when  fever 
had  set  in. 

I  now  come  to  papers  on  gynaecology. 
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Diseases  of  the  Uterus. 

Dr.  P.  D.  Turnei-j  of  Ryde^  brought  forward  in  Xovem- 
ber  some  valuable  evidence  ou  tubercular  disease  of  the 
uterus  and  Fallopian  tubes,  based  on  the  examination  of 
the  genital  tract  in  twenty-seven  consecutive  cases  of 
phthisis,  in  the  post-mortem  room  at  the  Brompton  Hos- 
pital. We  know  that  primary  tubercular  disease,  when 
it  attacks  the  female  organs,  usuall}'  selects  the  tubes ; 
Dr.  Turner^s  investigations  seem  to  show  that  in  phthisis 
the  uterus  is  almost  as  often  the  victim  of  secondary 
affection  as  are  the  tubes. 

Two  clinical  reports  on  sarcoma  of  the  uterus  were  read 
by  Dr.  Walter  Griffith  in  June.  The  specimens  were 
placed  in  the  hands  of  a  sub-couimittee ;  in  the  first  case, 
though  the  after-histor\^  proved  high  malignancy,  the 
sections  of  the  tumour  did  not  present  distinctly  malig- 
nant characteristics. 

Fibroid  tumours  of  the  broad  ligament,  separate  from 
the  uterus,  formed  the  subject  of  two  communications 
made  in  May.  Dr.  Hubert  Roberts  related  the  case  of  a 
suppurating  cystic  fibro-myoma  weighing  25  lbs.  and 
containing  13  pints  of  pus.  This  tumour  was  successfully 
removed  by  Mr.  Meredith.  On  the  same  evening  I  read 
full  notes  of  a  case  where  I  removed  a  solid  fibroid  of 
the  broad  ligament  weighing  44i  lbs.,  or  20  kilogrammes, 
the  largest  as  far  as  I  can  find  which  has  ever  been  re- 
moved with  satisfactory  results.  I  also  submitted  to 
your  notice  a  table  of  thirty-nine  cases  of  this  class  of 
tumour,  with  an  analysis  of  the  ages  of  the  patients, 
symptoms,  and  other  matters  of  interest. 

Diseases  of  the  Fallopian   Tubes. 

In  March  Dr.  Hubert  Roberts  read  an  instructive 
clinical  communication  on  a  second  case  of  that  rare 
affection,  primary  carcinoma  of  the  Fallopian  tube,  under 
his  own  observation.      The   patient  Avas   sixty    years   old, 
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much  above  the  avei'age  age  iu  this  disease.  The 
diseased  tube  was  removed  by  Mr.  Meredith,  aud  the 
patient  remained  in  good  health  for  seven  months,  dying 
from  recurrence  a  little  over  eleven  mouths  after  the 
opei'ation. 

Diseases  of  Infants  and  Female  Children. 

In  January  Dr.  Drunimond  Robinson  made  public  the 
results  of  his  investigation  of  fifty-five  cases  of  vulvitis 
in  children.  In  over  three  quarters  of  the  cases  the  pus- 
cells  in  the  discharge  contained  what  appeared  to  be  the 
gonococcus,  so  that  the  disease  must  usually  be  gonorrhoeal 
in  origin. 

I  will  now  speak  of  specimens  and  short  communica- 
tions, classifying  them  in  the  same  order. 

Pathology  of  Pregnancy  and  Labour. 

Dr.  McKerron  read  in  April  two  cases  illustrating 
antero-posterior  positions  of  the  head  as  a  cause  of  diffi- 
cult labour.  In  both  the  posterior  fontanelle  lay 
anteriorly,  the  sagittal  suture  running  almost  directlj' 
backwards.  In  both  the  character  of  the  pelvis  precluded 
version  as  a  means  of  rectifying  the  unfavourable  posi- 
tion. Craniotomy  was  therefore  the  only  alternative  to 
rotation  with  the  forceps.  An  earlier  resort  to  the 
forceps  would,  in  all  probability,  have  saved  the  children  ; 
such  was  iu  Dr.  McKerron^s  opinion  the  practical  deduc- 
tion from  these  two  cases.  Xotwithstanding  the  pro- 
longed labour  both  mothers  made  good  recoveries. 

Dr.  Dakin  read  in  March  some  notes  of  high  interest 
to  the  practical  obstetrician  on  a  fibro-myoma  spon- 
taneously enucleated  during  labour.  The  tumour  pre- 
senting, at  first  simulated  placenta  praevia. 

Dr.  Purslow,  of  Birmingham,  exhibited  in  May  a  four 
months'  fa^tus  spontaneously  expelled,  after  a  few  pains, 
in  its  amniotic  sac  unruptured. 


annual  address.  49 

The  Pelvis  and   its  Deformities. 

A  Naegele's  pelvis  was  exhibited  by  Mr.  Targett  in 
June. 

At  the  July  meeting  Professor  Arthur  Thomson,  of 
Oxford,  gave  a  demonstration  of  the  sexual  differences  of 
the  foetal  pelvis,  based  on  his  important  monograph  pub- 
lished in  1899  in  the  '  Journal  of  Anatomy  and  Physio- 
logy.' He  showed  that  the  essential  sexual  characters 
of  the  pelvis  are  as  well  defined  in  the  foetus  as  in  the 
adult,  although  great  authorities  have  taught  us  other- 
wise. 

Morphology  and  Teratology. 

Dr.  Amand  Routh  deserves  our  thanks  for  having 
exhibited  in  January  a  beautiful  specimen,  preserved  in 
formalin,  of  early  gestation  in  both  horns  of  the  uterus 
in  a  bitch.  Formalin,  and  not  alcohol,  is  clearly  the 
right  medium  for  preserving  the  placenta. 

Morphology  has  teratolog}-  for  a  handmaid.  The  two 
were  combined  in  Mr.  Bland-Sutton's  specimen  of  an 
acardiac  monster  from  a  cow,  brought  forward  at  our 
March  meeting.  A  third  morphological  specimen,  con- 
sisting of  sections  of  the  uterus  of  Macacns  radiatus,  was 
exhibited  by  Dr.  Addinsell  in  April. 

Dr.  Arnold  Lea  showed  us  in  January  a  tumour  expelled 
from  the  uterus  during  labour  at  six  and  a  half  months 
in  a  case  of  hydramnion.  After  careful  examination  a 
committee  decided  that  the  tumour  was  an  acardiac  foetus 
arrested  very  early  in  its  development. 

Dr.  Burton's  specimen  of  deformed  foetus  exhibited  in 
October  was  reported  by  a  committee  to  be  an  example 
of  foetal  rickets  or  achondroplasia. 

Ectopic  Gestation  and  Retained  Fo:tus. 

In  May  Dr.  Addinsell  exhibited  an  uterus  and  appen- 
dages   with   ruptured   pregnant    tube,    and    Dr.    Galabin 
vol.  xlii.  4 
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showed  a  case  of  very  early  tubal  abortion,  the  embryo 
measuring  only  one  third  of  an  inch  in  length.  Yet  the 
symptoms  were  as  severe  as  those  usually  observed  in 
rupture  of  the  pregnant  tube  at  a  much  later  stage. 

Specimens  of  retained  foetus  after  extra-uterine  preg- 
nancy were  exhibited  in  June  by  Mr.  Malcolm.  In  the 
first  case  the  foetus  had  been  retained  for  a  year  unsus- 
pected, and  with  its  surroundings  formed  a  tumour  simu- 
lating an  ovarian  cyst.  In  the  second  the  foetus,  as 
proved  by  an  earlier  diagnosis,  has  been  retained  for 
seven  years  ;  its  bones  lay  scattered  about  the  pelvis  ; 
one  at  least  perforated  the  walls  of  the  intestine.  In 
July  Dr.  Lediard,  of  Carlisle,  read  notes  of  a  case  of 
discharge  of  a  retained  foetus  piecemeal  through  the 
rectum. 

Diseases  of  the  Uterus. 

Dr.  Smyly  brought  forward  iu  March  three  myomatous 
uteri  removed  after  Doyen's  method  through  the  vagina. 
He  found  that  shock  and  mortality  were  less  than  in 
abdominal  hysterectomy.  Dr.  Amand  Routh  showed  in 
April  a  tumour  of  the  uterus  removed  by  pan-hysterec- 
tomy. A  committee  reported  it  to  be  a  fibro-myoma  with 
inflammatory,  not  malignant,  changes.  Three  uteri  re- 
juoved  by  pan-hysterectomy  were  shown  by  Dr.  Lowers 
in  July. 

Dr.  Addinsell  exhibited  in  June  a  specimen  showing 
unusual  thickening  of  the  endometrium  in  fibroid  disease 
of  the  uterus. 

At  the  October  meeting  Mr.  Bland-Sutton  exhibited  a 
specimen  of  myoma  which  had  undergone  rotation  and 
impaction ;  a  second  myoma,  partially  calcified,  and 
weighing  20  lbs.,  successfully  removed  from  a  woman 
aged  74 ;  and  a  broad  ligament  tumour  weighing  22  lbs., 
also  successfully  extirpated. 

At  the  same  meeting  I  exhibited  a  fibroid  in  the 
undeveloped  right  cornu  of  an  uterus  unicornis,  which  I 


ANNUAL  ADDKESS.  51 

had  removed  by  operation.  Pregnancy  had  already 
occurred  twice  in  the  left  cornu,  and  I  have  just  been 
informed  that  the  patient  is  once  more  pregnant. 

Dr.  Walter  Tate  exhibited  in  December  a  calcareous 
fibroid  imbedded  in  the  posterior  wall  of  the  cervix,  in  a 
woman  aged  fifty-eight.  The  uterus  was  removed,  the 
fibroid  being  too  firmly  fixed  to  allow  of  enucleation. 

In  December  Dr.  Blacker  exhibited  a  mushroom-shaped 
fibro-adenoma  of  the  cervix,  and  Dr.  Herbert  Spencer 
showed  a  mucous  polypus  of  the  cervix  bearing  in  its 
centre  a  deep  canal,  the  orifice  of  which  simulated  an  os 
uteri.  In  certain  characters  it  was  not  identical  with 
Oldham^s  "  channelled  polypus,"  which  it  in  other 
respects  resembled. 

In  November  Mr.  Targett  showed  a  specimen  of  peri- 
metric sarcoma,  and  Dr.  Robert  Wise  submitted  for  our 
inspection  a  photograph  of  a  corpulent  subject  with  a 
large  lipoma  below  the  right  breast  and  a  bulky  pendu- 
lous uterine  tumour. 


Diseases  of  the   Ovary. 

In  January  Dr.  Bosall  showed  two  dermoid  ovarian 
tumours  from  the  same  patient.  Both  pedicles  were 
twisted,  and  clinical  evidence  indicated  that  torsion 
occurred  in  one  pedicle  eleven  months  after  the  same 
accident  had  befallen  its  fellow. 

Mr.  Bland-SuttO!i  submitted  to  our  notice  in  March  a 
ruptured  ovarian  adenoma.  The  peritoneal  cavity  became 
so  stuffed  with  colloid  material  that  a  hernial  umbilical 
and  femoral  sac  developed,  having  this  material  as  its 
sole  contents. 

In  June  Mr.  Malcolm  demonstrated  a  remarkable  multi- 
locular  papillomatous  cyst  attached  to  the  front  of  the 
bladder  and  distinct  from  both  ovaries.  Dr.  Robinson 
exhibited,  in  December,  a  large  ovarian  cyst  removed 
through  a  vaginal    incision.      At   the    same   meeting   Dr. 
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Waltei'  Tate  showed  a  sarcoma  of  tlie  ovary  from  a  young 
girl.  It  had  grown  rapidly,  and  also  became  remarkably 
painful.  It  proved  not  only  to  be  sloughy,  but  also 
undergoing  suppuration.  Dr.  Purslow  showed  in  May 
a  broad  ligament  cyst  with  walls  of   unusual  thickness. 

Diseases  of  the   Fallopian  Tube. 

In  January  Dr.  Addinsell  showed  sections  of  a  tube 
and  ovary  removed  for  the  relief  of  intermenstrual  pain,  or 
"  Mittelschmerz  "  by  Mr.  Bland-Sutton,  who  also  per- 
formed a  hysteropexy  ;  the  pain  then  disappeared.  The 
tube  showed  the  appearances  of  simple  chronic  inflamma- 
tion ;   it  was  obstructed  at  the  abdominal   end. 

At  the  annual  meeting  Dr.  Cullingworth  read  notes  on 
a  genuine  case  of  tubo-ovarian  abscess.  It  originated 
in  a  pyosalpinx  which  adhered  to  an  ovarian  cyst,  their 
cavities  ultimately  communicating. 

Dr.  Arnold  Lea  brought  forward  a  specimen  of  h?ema- 
tosalpiux  not  due  to  tubal  pregnancy,  but  to  chronic 
pelvic  inflammation,  probably  of  gonorrhceal  origin. 

Mr.  Targett  exhibited  in  May  speciiuens  of  primary 
double  tuberculous  pyosalpinx,  and  in  Xovember  samples 
of  tubercular  pyosalpinx  secondary  to  phthisis.  Refer- 
ence has  already  been  made  to  Dr.  Turner's  cases,  w'here 
the  uterus  as  well  as  the  tube  was  tubercular  ;  one  speci- 
men of  tubercular  uterus  was  exhibited  by  Dr.  Turner. 

In  December  I  exhibited  a  specimen  of  double  hydro- 
salpinx without  evidence  of  salpingitis,  in  reference  to  a 
paper  which  I  read  just  ten  years  previously,  and  in 
respect  to  the  question  of  salpingostomy. 

Diseases   of  the  Vagina  and  Vulva. 

Mr.  Targett  read  notes,  in  March,  on  a  case  of  fibro- 
myoma  of  the  anterior  vaginal  wall  removed  with  scissors, 
and  in  December  Dr.  Herbert  Spencer  read  a  short  com- 
munication on  adenoma  of  the  meatus  uriuarius,  removed 
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by  Paquelin^s  cautery.  The  patient^  nearly  seventy 
years  of  age,  was  free  from  recurrence  six  months  later. 
Some  discussion  on  the  bacteriology  of  the  vagina  and 
its  discharges  was  raised  in  June,  when  Dr.  T.  G .  Stevens 
read  notes  of  a  case  of  membranous  vaginitis  in  which 
the  B.  coli  communis  was  found. 

Diseases  of  Infants. 

Mr.  Lionel  Smith  exhibited  at  the  March  meeting  an 
infant  six  weeks  old  subject  to  diffuse  subcutaneous 
induration.  The  affection  differed  in  several  respects 
from  the  usual  form  of  oedematous  sclerema,  and  seemed 
more  akin  to  scleroderma. 

I  have  already  referred  to  Alexander  Pope,  and  now 
that  my  review  of  our  work  for  1899  is  concluded,  I  feel 
sure  that  you  will  admit  that  my  allusion  to  the  Goddess 
Dulness  was  hardly  out  of  place.  "  Dulness  is  sacred  in 
a  sound  Divine  ^'  says  the  Rev.  Luke  Milbourn  in  the 
second  book  of  the  '^  Dunciad  "  (v.  352),  but  it  seems 
absolutely  essential  in  a  sound  President  engaged  in 
delivering  an  annual  address.  Fortunately  it  is  his  duty 
to  record  past  work,  not  to  criticise  it.  The  Bard  of 
Strawberry  Hill  begins  his  splendid  ''  Essay  on  Criticism  " 
by  remarking  that — 

"  'Tis  hard  to  say  if  greater  want  of  skill 
Appear  in  writing  or  in  judging  ill; 
But,  of  the  two,  less  dang'rous  is  th'  offence 
To  tire  our  patience,  than  mislead  our  sense." 

The  gentlemen  about  whose  labours  I  have  spoken 
have  not  written  ill ;  but  though  the  President  is  not  in 
the  position  of  a  critic,  and  so  cannot  mislead  your  sense, 
he  is  most  unnaturally  forced  into  the  place  of  a  bad 
writer,  and  thus  compelled  to  tire  your  patience. 
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Obituaries. 


During  the  year  1899,  the  Society  lost  b}'  death,  so  far 
as  is  at  present  known,  ten  Ordinary  Fellows.  Earliest 
on  the  list  come  two  of  our  number  who  departed  this  life 
on  the  same  day,  namely,  Mr.  George  Farr,  and  Mr.  Bright 
of  Forest  Hill. 

George  Frederick  Farr 

was  one  of  our  senior  Fellows,  having  been  elected  in  1861^ 
before  the  Society  was  two  years  old.  Born  at  Baldock, 
Hertfordshire,  in  March,  1832,  he  entered  Guy's  Hospital 
as  a  student  when  twenty-four  years  of  age.  In  1859  he 
became  a  Member  of  the  Royal  College  of  Surgeons  of 
England,  and  in  the  succeeding  year  took  the  diploma  of 
L.R.C.P.Edin.  He  began  practice  at  first  in  the  Borough, 
succeeded  Dr.  Wakem  in  West  Square,  St.  George's  Road, 
and  on  settling  in  Kennington,  which  he  was  destined 
never  to  leave,  soon  began  to  prosper,  as  is  often  the  case 
when  the  practitioner  begins  life  at  a  mature  age.  He 
became  greatly  esteemed  by  his  patients,  and  acquired  a 
large  circle  of  friends.  Seventeen  years  ago  he  was  made 
a  surgeon  of  police,  distinguishing  himself  in  that  depart- 
ment. In  1885  he  was  elected  a  member  of  our  Council. 
His  eldest  son,  Frederick  William  Farr,  was  a  member  of 
our  profession,  but  died  before  him  in  1893;  to  a  second 
son,  Mr.  George  Farr,  I  am  indebted  for  these  particulars. 
Mr.  George  Frederick  Farr,  practising  to  the  last  in 
Kennington,  died  rather  suddenly  from  cerebral  haemor- 
rhage at  his  private  residence  at  Twickenham,  on  January 
11th,  1899,  having  nearly  completed  his  sixty-seventh 
year. 

John  Meaburn  Bright 

was  born  in  the  city  of  London  in  1833;   his  grandfather 
was    the    Rev.    John    Bright,    Prebendary   of    Salisbury. 
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His  father,  Dr.  Richard  Bright,  practised  in  South  Audley 
Street.  Dr.  Bright  was  educated  at  Eossail,  »nd  was 
designed  for  the  Church,  but  he  preferred  to  take  up  our 
profession,  and  began  the  study  of  medicine  at  Queen^s 
College,  Birmingham,  afterwards  entering  the  Medical 
School  of  Guy's  Hospital,  where  he  was  distinguished  for 
his  industry  and  gained  the  friendship  of  Dr.  Addison. 
He  qualified  in  1857  at  Apothecaries'  Hall,  and  two  years 
later  became  a  Member  of  the  College  of  Surgeons  ;  in 
1862  he  received  the  degree  of  M.D.  of  St.  Andrews, 
with  honours.  In  1864  he  was  elected  a  Fellow  of  our 
Society,  and  was  a  member  of  the  Council  in  1873—4. 

After  acting  as  assistant  to  the  late  Dr.  Ray,  of 
Dulwich,  and  holding  the  appointment  of  House  Surgeon 
to  the  Surrey  County  Hospital,  Guildford,  Dr.  Bright 
settled  for  good  in  practice  at  Forest  Hill  in  1863,  where 
he  became  deservedly  beloved  and  trusted.  Mr.  Rand, 
of  Wimbledon,  informs  me  that  Dr.  Bright  had  for  many 
years  a  large  obstetric  practice,  and  not  long  ago  a 
leading  London  gynaecologist  invited  him  to  take  up 
obstetric  work  in  town  under  his  auspices,  a  proposal 
which  Dr.  Bright  considered  unadvisable  to  accept,  as  he 
was  doing  so  well  at  Forest  Hill. 

Dr.  Bright  was  a  genial,  learned,  and  public-spirited 
gentleman,  as  well  as  an  able  practitioner.  When  young 
he  had  the  opportunity  of  studying  diphtheria  during  two 
seveie  epidemics  of  that  malady  at  Dulwich  and  Guildford, 
and  several  cases,  reported  with  great  care,  were  incor- 
porated with  Sir  Hermann  Weber's  treatise,  "  Ueber  die 
Norvenstorungen  und  Lahmungen  nach  Diphtheria,"  in 
the  twenty-eighth  volume  of  '  Virchow's  Archiv.'*  In 
Dr.  John  Harley's  report  of  a  ''Case  of  Hydatid  Tumour 
of  the  Liver,  involving  the  Gall-bladder ;  Operation  ; 
Recovery,"  published  in  the"  forty-ninth  volume  of  the 
'  Medico-Chirurgical   Transactions,'  Dr.  Bright's  share  in 

*  Dr.  Bright's  cases  will  be  found  loc.  cit.,  pp.  489—493.  The  first  part  of 
Hermann  Weber's  treatise  was  published  in  the  twenty-fifth  volume  of  the 
■  Archiv,'  p.  114. 
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the  case,  which  he  attended  in  the  absence  of  the  author, 
is  acknowledged.  Dr.  Bright  edited  the  "  Report  on 
Midwifery  and  Diseases  of  "Women  and  Children  "  in  the 
New  Sydenham  Society's  'Year-book/  1863-4. 

Dr,  Bright,  however,  after  taking  to  the  practice  in 
which  he  died  in  harness,  devoted  his  leisure  to  intel- 
lectual rather  than  scienti6c  work.  Being  very  versatile, 
he  not  only  took  deep  interest  in  politics,  literature,  and 
the  drama,  but  also  wrote  several  commentaries  on  books 
of  the  Old  and  New  Testament,  which  were  published 
anonymously.  He  took  an  active  part  in  the  founding 
of  the  Forest  Hill  Provident  Dispensary  and  the  estab- 
lishment of  the  Sydenham  District  Medical  Society. 

Dr.  Bright's  death  occurred  very  suddenly,  from 
syncope,  on  January  11th;  thus,  as  I  have  already 
observed,  he  and  Mr.  G.  F.  Farr  died  on  the  same  day. 

William  Richard  Dambrill-Davies, 

latterly  known  as  a  distinguished  volunteer  surgeon,  died 
rather  suddenly  at  his  residence,  Stonycroft  Grange, 
Alderley  Edge,  Cheshire,  on  February  26th,  from  internal 
strangulation.  He  was  born  fifty-five  years  ago  in 
Carmarthen  ;  his  father,  Mr.  Davies,  was  then  the  leading 
chemist  in  that  town.  He  was  educated  first  at  the 
local  grammar  school,  and  afterwards  at  the  Normal 
College,  Swansea,  from  which  institution  he  passed  the 
Oxford  Higher  Local  Examination.  His  professional 
studies  were  prosecuted  at  University  College,  London  ; 
he  took  the  old  double  qualification  of  M.R.C.S.  and 
L.S.A.  in  1867.  In  the  following  year  be  became  House 
Surgeon  to  the  Southern  Hospital,  Liverpool,  holding 
that  appointment  for  two  years.  He  then  took  a  practice 
at  Sandbach,  Cheshire,  where  he  was  much  respected  ; 
and  on  marrying  a  Miss  Dambrill  he  added  his  wife's 
surname  to  his  own,  and  was  thus  afterwards  known  as 
Mr.  Dambrill-Davies.  Moving  to  Chelford,  he  went  into 
partnership   with    Dr.    Clay,   of   Manchester,   and  worked 
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with  him  for  a  few  years,  taking  over  Dr.  Clay^s  con- 
sulting-rooms when  that  celebrated  surgeon  retired.  Mr. 
Dambrill-Davies,  however,  wns  a  modest  and  somewhat 
diffident  gentleman,  and  it  cannot  be  said  that  he  possessed 
those  qualities  by  which  others  were  enabled  to  establish 
abdominal  surgery.  He  had  a  keen  sense  of  justice, 
which  induced  him  to  defend  his  friend.  Dr.  Clay,  with 
great  energy.  In  support  of  his  teacher's  claims  as  an 
ovariotomist,  he  prepared  a  life  of  Charles  Clay,  to  be 
found  in  the  second  volume  of  Leyland's  '  Contemporary 
Medical  Men  ^  (p.  41). 

In  1882  Mr.  Dambrill-Davies  became  a  Fellow  of  our 
Society.  He  finally  set  up  in  practice  at  Alderley  Edge. 
There  he  prospered  and  took  much  interest  in  military 
surgery,  so  that  he  was  ultimately  raised  to  the  rank  of 
Surgeon  Lieut. -Col.  (V.D.)  in  the  Army  Medical  Reserve 
and  5th  Volunteer  Battalion  of  the  Cheshire  Eegiment. 
It  was  Mr.  Dambi'ill-Davies  who  introduced  the  opaque- 
white  glass  drainage-tube,  which  he  preferred  to  the 
clear  glass  tube  of  Keith  and  Koeberle.  As  he  had 
lived  respected  at  Sandbach,  so  he  lived  and  died 
respected  at  Alderley  Edge.  For  much  information 
concerning  his  career  I  am  indebted  to  Drs.  Renaud, 
Lloyd  Roberts,  and  Mr.  Thomas  Jones,  of  the  Manchester 
Royal  Infirmary,  and  also  to  Dr.  Emrys  Jones,  who 
testifies  that  the  deceased  ''wjis  most  kind  to  the  poor, 
and  actuated  always  by  the  highest  ethical  standards." 

Clement  Pound 

was  the  son  of  Dr.  George  Pound,  of  Odiham,  Hants, 
where  he  was  born  in  1861.  He  was  educated  at  the 
Middlesex  Hospital,  where,  after  qualification,  he  held 
the  appointment  of  House  Surgeon.  In  1886  he  became 
L.S.A.,  and  next  year  took  the  L.R.C.P.  of  London.  On 
the  death  of  his  father,  in  1893,  he  succeeded  to  his  old- 
established  practice,  and  in  1894  became  a  Fellow  of  this 
Society.      Unfortunately  his  health  began   to  fail   in   the 
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spring  of  1898,  so  he  took  a  voyage  to  Natal.  On  his 
return  he  became  Medical  Officer  to  the  British  India 
Steam  Navigation  Company.  During  a  visit  of  the  "Goa'* 
to  Zanzibar  he  conti*acted  fever,  which  was  followed  by 
acute  pleurisy,  and  he  died  on  board  that  ship  on  March 
2nd,  at  the  early  age  of  thirty-eight. 

James  Andrew  Duncan, 

one  of  our  Original  Fellows,  died  on  April  oth,  in  his 
eightieth  year.  He  was  born  at  Oxford ;  his  father,  Mr. 
Andi'ew  Duncan,  was  a  solicitor  who  practised  in  Bucking- 
ham Street,  Strand.  He  was  educated  at  King's  College 
School,  and  studied  medicine  at  that  college,  of  which  he 
became  an  Associate.  He  qualified  as  M.R.C.S.  in  1845, 
and  took  the  degree  of  M.B.Lond.  in  the  same  year,  and 
then  held  the  appointment  of  House  Surgeon  at  King's 
College  Hospital  under  Sir  William  Fergusson.  In  1847 
he  settled  in  practice  in  Covent  Garden,  where  he  re- 
mained till  his  death  fifty-two  years  later.  This  veteran 
must  be  mourned  by  us  as  an  Original  Fellow  ;  he  was  a 
member  of  Council  in  1863-4,  and  Vice-President  in  1895. 
He  was  a  working,  but  not  a  writing  man,  his  sole  con- 
tribution to  medical  literature  being  a  paper  on  *'  The 
Inhalation  of  Naphtha  in  Pulmonary  Consumption,'* 
published  in  the  '  Medical  Gazette.'  His  life  was  dedi- 
cated to  our  profession,  and  his  example  has  been  followed 
by  two  of  his  sons,  Surgeon  Lieut. -Col.  Andrew  Duncan, 
and  Dr.  Horace  Duncan. 

Alfred  Thomas  Gibbings 

was  born  at  Woodbury,  Devonshire,  in  1848,  but  brought 
up  chiefly  at  Chichester,  where  he  became  a  pupil  of  Dr. 
Leonard  Buckell.  Afterwards  he  entered  at  the  Medical 
School  of  King's  College,  of  which  he  became  an  Asso- 
ciate, Scholar,  and  Prizerhan.  He  took  the  diplomas  of 
M.R.C.S.  and  L.S.A.  in  1869,  and  graduated  as  M.B.Lond. 


I 


I 


ANNUAL    ADDRESS.  51> 

in  1870  and  M.D.  in  1874.  After  holding  the  appointment 
of  House  Surgeon  at  the  Stamford  Infirmary^  he  entered 
into  partnership  with  Drs.  Daly  and  Long,  of  Dalston. 
In  1875  he  became  a  Fellow  of  this  Society,  and  was  a 
member  of  the  Council  in  1885  and  1886,  and  also  in  1888. 
Dr.  Gibbings  fell  a  victim  to  duty.  He  suspected 
cardiac  mischief  for  the  last  two  years  of  his  life,  and  was 
greatly  overworked,  especially  last  winter,  when  be  had 
to  attend  many  cases  of  influenza,  whilst  at  the  same 
time  the  new  legislation  increased  his  work  as  public 
vaccinator.  After  attending  three  cases  of  pneumonia  in 
one  house  last  March,  Dr.  Gibbings  himself  became  a 
subject  of  that  disease,  and  died  on  April  9th.  ''Peace, ^' 
says  Milton  in  his  sonnet  on  Cromwell,  "  hath  her  victories 
no  less  renowned  than  war.'^  Unfortunately  her  victims 
too  often  stand  lower  in  public  esteem  than  those  who 
fall  on  the  field  of  honour.  Yet  the  public,  whilst  honour- 
ing our  heroes  in  South  Africa,  should  not  forget  that 
Dr.  Gibbings  sacrificed  himself  for  the  public  cause. 

Lawson  Tait. 

On  June  3rd,  1899,  died  one  of  the  most  remarkable 
men  known  in  the  entire  annals  of  surgery,  perhaps  the 
most  original  of  all  the  many  original  characters  which 
our  profession  has  developed  in  the  course  of  that  highly 
original  century  which  is  now  passing  away.  Robert 
|jawson  Tait  was  born  in  Edinburgh  on  May  1st,  1845. 
His  father,  Archibald  Campbell  Tait,  was  a  lawyer,  cousin 
to  the  Archbishop  of  Canterbury  of  the  same  name.  At 
the  a^e  of  seven  Lawson  was  admitted  into  Heriot's 
Hospital,  of  which  his  father  Mas  a  guild  brother.  He 
gained  a  scholarship,  and  by  tliat  aid  entered  the  Univer- 
sity of  Edinbuigh.  He  ever  afterwards  believed  in 
intellectual  education  as  a  support  to  manual  dexterity. 
He  felt  sure  that  even  the  Birmingham  button-cutter  was 
the  better  for  the  compulsory  and  almost  free  education 
supplied  in  the  Birmingham   schools.      His   medical   edu- 
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cation  extended  from  1860  to  1866,  when  lie  catne  under 
the  guidance  of  a  suro;eon  of  great  promise  who  unfortu- 
nately died  young,  Mr.  McKenzie  Edwards,  a  favourite 
pupil  of  Sir  William  Fergu;-son. 

In  1866  Tait  qualified  as  Licentiate  of  the  Royal 
College  of  Surgeons,  Edinburgh,  and  four  years  later 
became  a  Fellow,  taking  also  the  Fellowship  of  the 
English  College  in  1871.  Later  on  he  received  honorary 
degrees,  chiefly  from  American  universities.  But  quali- 
fications and  professional  titles  are  of  little  importance  in 
respect  to  a  man  like  Tait.  He  often  declared  that  much 
of  his  success  was  due  to  what  he  learnt  as  a  student 
from  Sir  James  Simpson,  and  as  an  assistant  from  Sir 
Henry  Littlejohn. 

His  first  regular  appointment  after  qualification  was 
the  House-surgeoncy  to  the  Wakefield  Hospital,  where  he 
succeeded  Milner  Fothergill.  There  he  remained  for 
three  years,  and  at  once  showed  his  skill  as  an  operator. 
In  1868,  when  but  twenty-three  years  of  age,  he  per- 
formed his  first  ovariotomy  at  the  Wakefield  Hospital, 
and  did  five  more  within  the  two  years  that  he  remained 
there.  Already  he  displayed  those  tendencies  to  oppose 
and  attack  past  and  current  practices  for  which  he  was 
ever  afterwards  celebrated. 

In  1870  he  settled  for  good  in  Birmingham,  having 
bought  the  practice  of  Dr.  Thomas  Partridge,  now  Medical 
Officer  of  Health  for  Stroud  ;  he  also  became  associated 
with  Dr.  Bell  Fletcher.  Always  ready  to  use  his  pen, 
Tait  joined  the  staff  of  the  '  Birmingham  Morning  News,' 
and  became  an  active  contributor  to  the  columns  of  that 
enterprising  newspaper. 

In  1871  he  married  the  daughter  of  the  late  Mr. 
Stewart,  of  Wakefield.  In  the  same  year,  through  the 
exertions  of  Mr.  Arthur  Chamberlain,  Tait,  and  others, 
the  Birmingham  and  Midland  Hospital  for  Women  was 
established,  and,  along  with  Dr.  Savage,  Lawson  Tait  was 
appointed  Honorary  Surgeon.  At  once  he  began  to  dis- 
tinguish  himself  in  the   field  of  abdominal   sui-gery.      It 
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was  in  February,  1872,  that  lie  removed  an  ovary  for 
chronic  abscess,  the  first  occasion  on  which  that  organ 
had  been  deliberately  excised  for  inflammatory  disease, 
This  innovation,  though  destined  to  lead  to  great  abuses, 
was  none  the  less  important.  It  paved  the  way  to  intelli- 
gent operating  on  deep  pelvic  structures.  On  August  1st 
of  the  same  year  Tait  for  the  first  time  removed  the 
uterine  appendages  for  myoma.  The  similar  experiences 
of  Battey  and  Hegar  *  at  this  date  must  be  remembered, 
though  to  detail  them  here  Avould  be  out  of  place.  In 
1873  he  was  awarded  the  Hastings  Gold  Medal  by  the 
British  Medical  Association  for  a  treatise  on  diseases  of 
the  ovaries,  and  four  years  later  the  appearance  of  his 
work  on  '  Hospital  Mortality '  excited  great  contro- 
versy. 

In  1877  he  turned  his  attention  to  the  Fallopian  tube 
and  began  to  remove  it  for  disease.  During  that  year  I 
was  engaged  in  working  at  the  new  catalogue  of  the 
Pathological  Series  in  the  Museum  of  the  Royal  College 
of  Surgeons.  As  specimen  after  specimen  arrived  at 
Lincoln's  Inn  Fields  from  Birmingham,  I  was  astonished 
to  find  how  salpingitis  and  allied  affections  had  been 
overlooked  by  the  pathologist  and  the  surgeon.  No 
doubt,  in  the  light  of  further  experience,  many  of  the 
samples  which  I  received  showed  that  "  Hie  manebimus 
optirae,"  as  Camillus  once  remai'ked,  would  have  been  the 
best  motto  for  the  tubes  before  operation.  Still,  if  it  is 
from  Tait  that  we  have  learnt  what  to  avoid,  we  must 
thank  him  for  that  teaching,  and  remember  that  we  have 
also  learnt  from  him  how  under  many  circumstances  the 
Fallopian  tube  must  be  sacrificed,  and  how  to  remove  it. 
This  class  of  operation  brought  about  a  few  years  later 
his  disputes  with  Sir  Spencer  Wells,  who,  as  I  am  able  to 

*  These  authorities  wrote  their  own  aceouut  of  their  experiences  in  the 
celebrated  "Symposium"  ('Amer.  Jouru.  Med.  Sciences,'  vol.  xcii,  p.  455), 
presently  to  be  quoted.  See  also  Marion  Siuis's  "  Remarks  on  Battcy's  Oi)e- 
ration,"  '  Hrit.  Med.  Journ.,'  1877,  vol.  ii,  pp.  793,  840,  881.  and  016. 
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bear  witness,  prophesied  truly  about  the  abuse  of  opera- 
tions for  chronic  disease  of  the  appendages.* 

Lawson  Tait's  euergy  was  destined  to  manifest  itself 
most  brilliantly  in  187'.'.  It  was  then  that  he  displayed 
most  clearly  his  faculty  of  establishing  procedures  which 
others  had  suggested,  or  even  introduced,  yet  had  failed, 
through  the  want  of  that  faculty,  to  put  into  practice,  or 
to  raise  to  the  rank  of  accepted  surgical  operations.  It 
was  then  that  he  described  at  one  of  our  meetings  the 
tlap-splitting  method  for  the  repair  of  the  perinfeum  with 
which  his  name  is  very  naturally  identified.  It  is  a 
pathetic  fact  that  the  last  operation  which  he  ever  per- 
formed was  a  perinajorrhaphy  of  this  class,  undertaken 
within  three  weeks  of  his  death. 

In  the  same  year  we  may  say,  without  exaggeration, 
that  Tait  gloriously  established  hepatic  surgery.  He  per- 
formed in  1879  his  first  cholecystotomy.t  In  the  year 
1869  Tait  opened  up  a  sinus  which  discharged  through  the 
umbilicus  and  communicated  with  a  suppurating  gall- 
bladder. He  was  thus  enabled  to  remove  several  gall- 
stones. In  1878,  nine  years  later,  !Marion  Sims,  for  whom 
Tait  ever  owned  the  greatest  admiration,  performed  chole- 
cystotomy  on  a  patient  almost  dying  from  chronic  obstruc- 
tion of  the  bile-ducts.  Relief  was  immediate,  but  the 
patient  sank  a  week  later.  It  happened,  however,  that 
Dr.  Bobbs,  of  Indianapolis,  had  successfully  undertaken  a 
genuine  cholecystotomy  in  1867,  two  years  before  Tait's 
operation  on  the  sinus.  But  Tait,  after  he  performed  in 
1879  the  third  operation  of  that  kind  on  record,  and  the 
second  that  ended  successfully,  was  more  fortunate  than 

*  The  controvorjy  between  T^awson  Tait  and  Spencer  Wells  is  summed  up 
in  Tait's  "  Discussion  of  the  General  Principles  involved  in  the  Operation  of 
tlie  Removal  of  the  Uterine  A])pendages"  ('  Proc.  Med.  Soc.,'  vol.  x,  pp.  38 — 
fJO,  1886),  and  in  Spencer  Wells's,  Hegar's,  and  Battey's  "Castration  in  Mental 
and  Nervous  Diseases:  a  Symposium"  (' Amer.  .lourn.  Med.  Sciences/  vol. 
xcii,  p.  455) :  an  invaluable  record  of  the  personal  opinion  of  those  three 
iinthoritiesi. 

t  "  Case  of  Cholecystotomy  performed  for  Dropsy  of  the  Gall-bladder  due 
to  Impaction  of  a  Gall-stone,"  '  Med.-Chir.  Trans.,'  vol.  Ixiii,  p.  17. 


ANNUAL    ADDRESS.  68 

Sims  01'  Bobbs.  Special  faculties  and  favouring  circum- 
stances enabled  him  to  follow  up  his  victory  well,  and 
Mr.  Mayo  Robson  has  justly  insisted  that  to  Lawson  Tait 
*'  undoubtedly  belongs  the  credit  of  having  popularised 
the  operation  with  the  profession.^'  So  high  did  Tait's 
fame  rise  in  later  years,  in  the  field  of  hepatic  surgery 
beyond  the  earlier  limits  of  the  gall-bladder,  that  in  1895 
he  was  summoned  to  France  in  order  to  operate  on  one  of 
our  Honorary  Fellows,  who  has  never  since  missed  an 
opportunity  of  expressing  his  gratitude.  The  French 
obstetrician  dedicates  his  famous  "  Femmes  en  Couches  et 
Nouveau-Nes — A  Lawson  Tait ;  Grace  a  vous  j'ai  pu 
ecrire  ce  livre.  Permettez-moi  de  vous  le  dedier. 
Votre  tres  reconnaissant  Pierre  Budin."  In  an  obituary 
notice  M.  Budin  thus  refers  to  his  own  case  :  "  He  (Tait) 
was  one  of  the  first  to  undertake  with  success  surgical 
proceedings  on  the  biliary  ducts  and  the  liver  itself. 
That  is  why  in  1895,  on  the  advice  of  Professors  Brouar- 
del,  Bouchard,  and  Tarnier,  we  asked  him  to  be  so  good  as 
to  go  to  the  south  of  France  to  perform  on  us  a  laparotomy 
for  an  obscure  hepatic  disorder.  On  Monday,  May  4th, 
he  received  our  letter  at  noon  ;  on  the  5th  he  left  Birming- 
ham, met  Tarnier  when  passing  through  Paris,  and 
reached  Beaulieu  at  8.30  a.m.  on  the  7th.  At  11  a.m.  he 
operated  on  us  in  presence  of  our  friends  Drs.  Bar, 
Crouzat,  and  Thaon  (of  Nice).  He  brought  with  him  Mr. 
J.  W.  Taylor  as  his  assistant.  It  is  needless  to  say  how 
much  gratitude  and  affection  we  feel  for  him  ;  the  news 
of  his  decease  plunged  us  into  deep  sorrow."  * 

Certainly  British  surgery  and  Lawson  Tait  himself 
received  on  that  occasion  a  very  sincere  and  practical 
compliment.  In  ]  880  he  performed  for  the  first  time  the 
operation  of  hepatotomy.f  He  gradually  gave  up  anti- 
ft^eptic  surgery  during  these  years  when  he  introduced  so 

*  '  1/Obstetrique,'  4th  year,  p.  432  (July,  1899). 

t  "Three  Cases  of  Hepatotoniy,"  *  Proc.  Koy.  Med.  and  Chir.  Soc.,'  vol.  ix, 
p. 73  (not  in  'Med. -Chir.  Trans.').  For  discussion  see  '  Lancet,'  1SJ^1,  vol.  i, 
p.  868.     In  Tait's  reply  "Australian  "  is  misprinted  '•  Styrian." 
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much  original  work,  and  carried  on  a  characteristic 
warfare  with  his  opponents  in  the  correspondence  columns 
of  the  medical  papers,*  In  1885  he  published  a  remark- 
able communication  on  "One  Hundred  and  Thirty-nine 
Consecutive  Ovariotomies  performed  between  January, 
1884,  and  December  31st,  1885,  without  a  Death/'f  In 
this  operation  he,  like  Sir  Spencer  Wells,  was  a  great 
advocate  of  a  short  abdominal  incision.  Tait's  defiance 
of  antiseptics,  and  even  of  asepsis,  comes  out  very  clearly 
in  a  well-known  passage  in  this  celebrated  paper.  In 
allusion  to  his  practice  of  washing  out  the  peritoneum,  on 
which,  he  wrote  more  specially  two  years  later,  he  declared 
that  "  the  water  is  plain,  unfiltered  tap-water,  warmed  by 
the  addition  of  enough  from  the  boiler.  It  is  full  of 
germs  and  spores,  and  small  beasts  of  thirt3'-four  different 
varieties,  according  to  a  careful  report  of  Dr.  Alfred  Hill, 
published  some  few  years  ago.''  As  he  speaks  of  addi- 
tions from  the  boiler,  we  see  that  the  cold  water  was  not 
previoush'  sterilised  by  boiling  on  more  modern  "  aseptic  " 
principles. 

Acting  on  post-mortem  evidence  in  a  case  where  he  had 
declined  to  operate  in  1881,  Lawson  Tait  performed  his 
first  operation  for  ruptured  tubal  pregnancy  on  January 
17th,  1883.  Nobody  can  deny  that  Tait  conferred  on 
womankind  great  benefit  by  his  boldness  in  the  treat- 
ment of  ectopic  gestation  ;  this  truth  is  proved  by  the 
wonderful  advance  in  the  surgery  of  this  condition  during 
the  past  seventeen  years. 

In  1887  he  published  a  remarkable  sei-ies  of  operations 

•  "  The  Antiseptic  Tlicory  tested  by  the  Statistics  of  One  Hundred  Cases 
of  Successful  Ovariotomy,"  '  Med.-Chir.  Traus.,'  vol.  Ixiii,  p.  161.  A  good 
abstiact  of  tlie  discussion  which  followed  the  reading  of  this  paper,  including 
remarks  by  Sir  Spencer  Wells,  Mr.  Knowsley  Thornton,  and  others,  will  be 
lound  in  the  '  Lancet,'  vol.  i,  1880,  p.  251. 

t  '  Brit.  Med.  Journ.,'  i,  188G,  p.  921.  Tliis  paper  hud  already  been  read 
before  a  meeting  of  the  Birmingham  and  Midland  Counties  Branch  of  the 
British  Medical  Association  on  March  lltli,  1886  (ibid.,  p.  698).  Characteristic 
letters  on  the  antisq>tic  controversy  by  Lawson  Tait  will  be  found  in  the 
•  Med.  Times  and  Gaz./  vols,  i  (p.  689)  and  ii  (pp.  98,  128,  and  16-i),  1880. 
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for  cystic  collections  of  fluid  in  the  anterior  and  inferior 
part  of  the  abdomen.  Although  his  theory  that  they 
were  allantoic  or  urachal  was  based,  according  to  his  own 
admission,  on  defective  evidence,  it  must,  on  the  other 
hand,  be  allowed  that  in  reporting  these  cases  .Tait 
succeeded  in  turning  the  attention  of  surgeons  to  the 
pathology  and  operative  treatment  of  cysts  of  the 
urachus.'^ 

One  of  the  boldest  and  most  valuable  of  the  numerous 
innovations  which  surgery  owes  to  Lawson  Tait  is  the 
washing  out  of  the  peritoneum  with  large  quantities  of  hot 
water  for  the  purposes  of  cleansing  and  h^mostasis,  to 
which  reference  has  already  been  made.  The  first  paper 
devoted  to  this  subject  is  entitled  '' Methods  of  Cleansing 
the  Peritoneum,*'  and  appeared  in  the  '  British  Gynaeco- 
logical Journal,'  vol.  iii,  1888,  p.  185.  Though  the 
practice  may  have  been  abused  and  over-rated  by  some, 
there  are  others  who  have  discovered  that  it  acts  favour- 
ably not  only  in  the  manner  well  understood  by  the  man 
who  introduced  it,  but  in  other  ways  about  which  he  had 
no  suspicion. 

During  these  years  of  labour,  so  fruitful  in  brilliant 
results,  Lawsou  Tait  also  taught  as  Professor  of  Gynaeco- 
logy at  Queen's  College,  Birmingham.  He  took  a  leading 
part  in  transferring  the  medical  school  of  Queen's  College 
to  the  Mason  College,  now  the  University  of  Birmingham. 
He  was  for  several  years  an  active  member  of  the  City 
Council  of  Birmingham,  and  shone  conspicuously  in 
several  biological,  philosophical,  arch^ological,  and  literary 
societies.  He  was  a  fly-fisher  and  an  excellent  connois- 
seur of  high  art  and  good  wine,  and  for  a  time  kept  up 
a  large  counti-y  house  in  the  New  Forest.  Taken  as  a 
whole,  he  was  an  "  advanced  "  thinker,  even  from  his 
student   days,   when  disputing  on   the   side  of   science  he 

*  "Twelve  Cases  of  Extra-peritoneiil  Cysts,"  '  Hrit.  Gyiiscc.  .loam.,'  vol.  ii, 
1887,  p.  328.  1  discussed  Lawson  Tail's  views  at  length  in  a  communication 
on  "A  Case  of  Cyst  of  the  Urachus,  with  Notes  on  Urachal  and  so-called 
'Allantoic  Cysts,'  "  '  Med.-Chir.  Trans.,'  vol.  Ixxxi,  j).  301. 
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acquired  that  ability  in  polemics  of  which  he  made  so 
much  use  in  later  life.  Nevertheless,  like  Faust,  he  tried 
his  hand  at  "  leider,  audi  Theologie,  "  for  he  delivered 
more  than  one  sermon  at  a  chapel.  One  of  these,  "  The 
Image  of  Baal,"  was  published,  and  had  a  rather  exten- 
sive circulation.* 

''  The  applause  of  listening  senates  to  command  "  was 
one  of  the  few  definite  aims  which  Lawson  Tait  failed  to 
obtain;  for  he  contested  the  Bordesley  division  of  Bir- 
mingham in  1886,  as  a  Gladstonian,  but  was  defeated  by 
Mr.  Jesse  Collings. 

Lawson  Tait  made  free  use  of  his  pen,  which  in  style 
was  that  of  a  ready  writer.  He  was  the  author  of  four 
books,  using  the  term  books  in  a  strictly  literary  sense. 
Allusion  has  already  been  made  to  the  first,  '  Hospital 
Mortality,'  and  to  the  Hastings  Essay,  best  known  in  its 
much  revised  and  enlarged  foui'th  edition,  published  in 
1883,  and  entitled  'The  Pathology  and  Tieatment  of 
Diseases  of  the  Ovaries.'  In  1883  appeared  his  '  Lectures 
on  Ectopic  Pregnancy  and  Pelvic  Ha^inatocele,'  and  in 
1889  the  first  volume  of  his  unfinished  'Diseases  of 
Women  and  Abdominal  Surgery.'  The  second  volume 
was  never  published.  These  works,  excepting  perhaps 
'  Hospital  Mortality,'  are  familiar  to  us  all,  and  have  had 
a  wide  influence.  His  mysterious  '  General  Summary  of 
1000  Cases  of  Abdominal  Section,'  chiefly  known  because 
its  title  appeared,  without  further  reference,  under  his 
name  in  the  '  Medical  Directory,'  was  really  an  address 
delivered  before  the  Midland  Medical  Society  on  January 
21st,  1885,  and  published  in  abstract  in  the  'British 
Medical  Journal. 't  His  'General  Summary  of  Conclu- 
sions from  his  Entire  Experience  in  Abdominal  and  Pelvic 
Surgery — about  4000  Cases,'   much  inquired  after,  as  it 

*  'Queen's  Medical  Magazine'  (Hiriningham),  July,  1899,  p  29. 

t  "Abstract  of  an  Address  on  One  Tiiousand  Abdominal  Sections,  delivered 
before  the  Midland  Medical  Society,"  '  Urit.  Med.  .Tourn.,'  1885,  vol.  i,  p.  218. 
On  October  lltb,  1888,  he  read  notes  of  a  "  Second  Series  of  One  Tiiousand 
Cases  of  Abdominal  Section,"  ibid.,  vol.  ii,  1888,  p.  941  (title  only  given). 
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also  was  named  in  tlie  'Medical  Directory,'  never  appeared 
in  print.  It  was  read  at  a  meeting  of  tlie  Midland 
Medical  Society  on  November  22nd,  1893.*  Lawson  Tait 
also  wrote  a  very  large  number  of  papers  for  societies, 
and  original  communications  to  medical  newspapers. 

Lawson  Tait  died  a  Fellow  of  our  Society,  wbich  he 
joined  in  1871.  He  contributed  fifteen  papers  to  our 
'  Transactions.'  Among  them  I  may  note  the  "  New 
Methods  of  Operation  for  Repair  of  the  Female  Perineum," 
read  in  November,  1879.  It  included  a  demonstration  of 
his  now  familiar  '^  flap-splitting''  perineorrhaphy,  and 
gave  rise  to  active  discussion,  in  which  Matthews  Duncan 
and  other  well-known  authorities  took  part.  His  notes 
"  On  Axial  Eotation  of  Ovarian  Tumours,  leading  to  their 
Strangulation  and  Gangrene  "  were  read  a  year  later ; 
they  have  been  quoted  far  and  wide.  The  other  contri- 
butions were  on  some  of  his  favourite  topics,  such  as 
pyosalpinx  and  myoma.  Lawson  Tait's  last  contributions 
to  our  '  Transactions '  are  of  importance  ;  they  will  be 
found  in  the  thirty-fourth  volume.  One  is  an  essay  on 
"  Growth  of  the  Placenta  after  Death  of  the  Foetus  in 
Ectopic  Gestation,"  written  in  association  with  Mr. 
Christopher  Martin ;  a  second  treats  of  cases  of  hyste- 
rectomy ;  whilst  the  last  is  a  highly  valuable  report  of 
"A  Case  of  Ectopic  Pregnancy,  in  which  the  Foetus 
seems  to  have  Developed  to  the  Full  Time  in  the  Peri- 
toneal Cavity,  still  retaining  its  Amniotic  Covering." 
This  case  bids  fair  to  become  classical ;  it  is  quoted  in 
Mr.  J.  W.  Taylor's  excellent  work  on  "  Extra-uterine 
Pregnancy,"  and  tends  to  support  the  theory  of  the 
latter  authority,  that,  as  a  rule,  abdominal  pregnancy  is 
secondary  to  tubal  pregnancy  without  any  intermediate 
intra-ligamentary  stage,  as  Tait  used  to  teach.      In  asso- 

*  '  Brit.  Med.  Journ.,'  1893,  vol.  ii,p.  1328  (title  only  given).  1  am  iiulcbtoil 
to  Dr.  Kauff  maun,  and  to  Messrs,  J.  W.  Taylor,  W.  F.  Haslam,  Gilbert  Barling, 
and  Christoplier  Martin  for  assistance  in  verifying  these  references.  The 
sumniiiry  of  tho  4000  cases  was  never  published  j  there  is  no  note  of  it  to  be 
found  in  the  '  Laucet,'  '  Medical  Press  and  Circular,'  and  '  Index  Medicus.' 
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ciation  with  this  case,  however,  we  must  not  forget  that 
Lawson  Tait  had  already  brought  forward  more  conclu- 
sive evidence  than  any  other  authority  to  demonstrate 
the  truth  that  ectopic  gestation  is  almost  always,  if  not 
invariably,  tubal  in  origin.* 

Of  recent  years  Lawson  Tait  stood  a  little  less  promi- 
nently before  the  public.  One  of  his  biographers  has 
observed  that  no  great  surgical  position  was  ever  made 
more  I'apidh^,  nor  lost  with  such  patbetic  suddenness.  He 
considered  that  this  and  several  other  of  the  older-estab- 
lished London  societies  had  treated  his  views  with  small 
respect.  His  complaints,  however,  were  hardly  reasonable, 
for  tliis  Society,  as  I  have  already  reminded  you,  published 
over  fifteen  of  his  contributions,  and  if  many  expressed 
objections  to  his  views,  he  was  ever  permitted  to  express 
dissent  from  the  opinions  of  others.  But  that  warfare  is 
accomplished.  His  health  began  to  fail  when  he  was 
about  forty-eight  years  of  age.  He  spent  the  last  three 
years  of  his  life  at  Llandudno,  Avhere  he  contemplated 
the  erection  of  a  sanatorium  for  consumptive  patients, 
having  bought  with  that  intent,  last  May,  the  "  Old 
Telegraph,"  just  on  the  summit  of  the  Great  Orme's 
Head.  He  came  up  weekly  to  Birmingham  in  order  to 
operate  and  see  patients.  On  June  3rd,  1899,  he  was 
suddenly  taken  ill  at  Droitwich,  and  was  at  once  removed 
to  Llandudno.  After  a  temporai-y  improvement,  he  died 
on  the  13th,  having  barely  com])leted  his  fifty-fourth  year. 
His  remains  were  cremated  at  the  Anfield  Cemetery, 
Liverpool,  placed  in  an  urn,  and  according  to  his  last 
wishes  deposited  in  Gogarth  Cave,  on  the  western  side 
of  the  Great  Orme's  Head,  within  his  own  garden.  Thus 
we  can  say  literally  as  well  as  figuratively,  "  Peace  to  his 
ashes." 

Gentlemen,  I  have  endeavoured  to  supply  you  with  an 
impartial  summary  of  Lawson  Tait's  life  in  relation  to  the 

*  For  arguments  supporting  tin;  opposite  tlieory  see  Catlierine  Van  Tiissen- 
broek,  "  Un  eas  de  grossesse  ovarieunc,"  in  the  'Annalesde  Gynecologie  et 
d'Obstetrique.'  vol.  lii,  1899,  p.  537. 
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profession  in  general  and  to  the  Society  in  particular. 
Boldness  and  dexterity  were  his  strong  points.  Through 
boldness  he  established  operations  such  as  cholecystot.omy, 
and  valuable  aids  to  the  operator,  such  as  cleansing  of 
the  peritoneum.  Ti-ue,  he  acted  iu  most  cases  on  sugges- 
tions derived  from  others,  but  we  must  not  neglect  the 
claims  of  a  man  bold  enough  to  force  on  surgery  necessary 
innovations  which  others  have  introduced,  but  have  failed 
to  establish  through  lack  of  certain  qualities  and  oppor- 
tunities. Their  claims  must  also  be  regarded  when  it  is 
pertinent  to  champion  them  ;  to  such  men,  worthy  of  all 
honour,  I  have  had  occasion  to  refer  this  evening. 

On  medical  education  and  training  he  often  spoke  with 
common  sense.  He  denounced  the  lecturer  whose  teach- 
ing was  pitched  clearly  too  high  for  his  audience.  He 
wrote  on  this  evil  in  language  whicli  recalls  Cobbett  : 
"  Not  many  years  ago  I  attended  a  lecture  on  physiology 
given  to  medical  students,  which  consisted  of  an  explana- 
tion of  a  brass  instrument  resembling  a  model  of  Claphaui 
Junction,  intended  to  explain  something  about  muscular 
fibre. ^'^  On  the  other  hand,  whilst  thus  denounciug 
pedantry,  however  unconscious,  Tait  rightly  condemned 
the  debasing  of  the  student's  intellectual  faculties  by 
memoria  technica.  He  specially  exorcised  "  bodfi  "  by 
name.t 

In  sketching  the  life  of  a  man  who  had  such  wide 
influence  we  must  nothing  extenuate,  any  more  than  we 
should  set  down  aught  in  malice.  That  influence  on  the 
profession  was  by  no  means  in  all  respects  satisfactory. 
He  was  no  man  of  science,  like  Huxley,  the  pure 
scientist,  or  Paget,  the  surgeon  who  knew  how  to  apply 
science  to  surgery.  These  great  men  found  out  the 
unknown  in  nature  through  the  known  ;    in  other  words, 

*  "  Address  in  Surgery  at  the  Fifty-eightli  Annual  Meeting  of  tlic  British 
Medical  Association,"  '  Erit.  Med.  Jouru.,'  1890,  vol.ii,  p.  267. 

t  "Has  'bodti'  ever  served  any  of  you  at  the  bedside?  Is  there  any  con- 
ceivable condition  of  human  accident  or  ailment  in  which  '  bodfi  '  could  assist 
you  to  relieve  your  patient  ?  "  ibid.,  p,  268. 
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they  uuder.stood  what  science  meant.  Tait  was  too  eager 
to  make  scientific  facts  appear  to  support  his  personal 
views  and  justify  his  practices.  We  know  that  far 
inferior  men  have  lived  in  the  sauic  error,  have  examined 
specimens  and  sections,  and  argued,  ingeniously  how  what 
they  found  and.  wanted  to  find  clearly  demonstrated 
what,  at  the  onset  of  their  labours,  they  wanted  to  prove. 
We  are  all  liable  to  fall  into  this  kind  of  intellectual 
error. 

Finally,  Tait's  example  has  unfortunately  tended  to 
intensify  the  prevalent  error  that  operating  is  necessarily 
surgery,  and  that  recovery  proves  that  the  operation  was 
justifiable.  Let  us  trust  that  it  was  entirely  through 
that  lack  of  the  scientific  faculty  on  which  I  have  dwelt 
that  Tait  often  over-estimated  the  danger  of  leaving  a 
diseased  structure  and,  therefore,  was  often  over-anxious 
to  urge  on  the  patient  the  necessity  for  its  early  removal. 
His  statistical  methods,  too,  were  inaccurate,  and  his 
manner  of  conducting  disputes  was,  to  say  the  least, 
uncouciliatory  ;  many  of  his  opponents,  however,  seemed 
to  have  precisely  those  faults  which  they  were  ever  ready 
to  condemn  in  him. 

Yet  Lawson  Tait  did  great  things  and  will  not  be 
forgotten. 

Thomas    Cakqill   Nesiiam, 

Lccturci-  on  Midwifery  at  the  University  of  Durham 
College  of  Medicine,  Newcastle-on-Tyne,  was  a  member 
of  our  Council  ten  years  since,  and  Vice-President  from 
1895  to  1897. 

His  father  was  Mr.  William  Nesham,  a  surgeon  of 
Newcastle,  and  Thomas  Nesham's  professional  life  was 
intimately  associated  from  the  first  with  the  Northern 
English  School  of  Medicine  in  his  native  town.  Born  in 
Pilgrim  Street,  Newcastle,  on  Christmas  Day,  1841,  he 
was  educated  at  Bury  St.  Edmunds  and  Merchistou  Castle 
School,  Edinburgh.      He   began  his  career  in  1857   as  a 
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student  in  the  school  where  he  became  a  teacher,  but  left 
Newcastle  for  Edinburgh  University  and  the  Rotunda 
Hospital^  Dublin,  and  took  the  degree  of  M.D.  at  Edin- 
burgh and  the  diploma  of  L.S.A.  and  M.R.C.S.  in  London 
in  1863.  Bj  that  time  he  had  already  returned  for  good 
to  the  banks  of  the  Tyne,  having  been  appointed  Medical 
Tutor  to  the  Newcastle  College  of  Medicine.  At  the  end 
of  three  years  he  was  made  Lecturer  on  Anatomy,  and  in 
1875  was  finally  appointed  to  the  Chair  of  Obstetrics, 
which  he  held  till  his  death,  twenty-four  years  later. 

Mr.  Rutherford  Morison  informs  me  that  "  Dr.  Nesham 
wrote  no  papers.  On  the  evening  of  March  13th,  1884, 
one  of  the  few  occasions  on  which  he  came  to  the  meet- 
ings of  the  Northumberland  and  Durham  Medical  Society, 
he  introduced  a  discussion  on  the  more  frequent  use  of 
the  forceps  in  midwifery.  The  last  sentence  of  the 
introduction  is  the  gist  of  his  opinion  :  '  I  maintain,  sir, 
that  the  more  frequent  use  of  the  forceps  in  lingering 
labour  is  clearly  indicated  by  the  rules  of  obstetric  science, 
justified  by  the  results  of  experience,  and  demanded  by 
the  common  law.'  Dr.  Nesham  was  one  of  the  old  school, 
a  typical  sporting  doctor.  He  was  a  skilful  cricketer,  a 
keen  angler,  a  good  diner,  and  a  very  effective  after- 
dinner  speaker.  He  was  held  to  be  the  best  lecturer  in 
the  Durham  College  of  Medicine,  and  was  popular  witli 
students,  colleagues,  and  patients." 

He  received  the  Honorary  degree  of  M.D.,  University 
of  Durham,  in  1872.  Li  July,  when  on  a  holiday  in  the 
north  of  Scotland,  he  was  attacked  with  septic  pneumonia, 
was  brought  home,  and  died  in  his  house,  in  Ellison 
Place,  Newcastle,  on  July  IGth,  deeply  regretted  by 
colleagues  and  friends. 

Samuel  Johnson, 

of  Stoke-on-Trent,  died,  aged  fifty-three,  on  November 
15th.  He  received  his  medical  education  in  Ireland  at 
Galway  and  Dublin,  and   became  Doctor  of  Medicine  and 


72  ANNUAL  addrr:ss. 

Master  of  Surp^ery  of  the  Royal  University  of  Ireland  in 
1870.  He  held  for  many  years  the  appointment  of 
Medical  Officer  of  Health  for  the  borough  of  Stoke-on- 
Trent,  and  Medical  Officer  and  Public  Vaccinator  for  the 
Stoke  District  of  the  Poor  Law  Union.  He  also  practised 
with  great  success  in  the  town  where  he  held  these 
appointments.  In  fact,  he  was  extremely  popular  at 
Stoke  both  for  his  high  private  and  pi'ofessional  reputa- 
tion and  for  his  civic  virtues,  so  that  his  funeral  was 
public,  being  attended  by  the  mayor  and  corporation,  by 
representatives  of  local  public  institutions,  and  by  a  large 
number  of  his  friends.  He  became  a  Fellow  of  this 
Society  in  1877,  but  his  duties  prevented  him  from 
attending  our  meetings.  In  regretting  his  death  we 
must  feel  proud  that  a  gentleman  so  deeply  honoured  by 
all  who  know  hitn  was  once  amonqfst  our  ranks. 


James  Ford, 

a  native  of  Devonshire,  died  suddenly  on  December  20th 
at  Exmouth.  He  was  sixty-eight  years  of  age.  He 
received  his  education  at  the  Westminster  Hospital, 
qualifying  as  M.R.C.S.  and  L.S.A.  in  1858,  and  he  took 
the  deofree  of  M.D.  of  St.  Andrews  in  1862.  For  a 
time  he  was  Resident  Physician-Assistant  to  tlie  Brompton 
Hospital  for  Consumption,  and  afterwards  House  Surgeon 
to  the  Nortli  Devon  Infirmary  at  Barnstaple.  On  giving 
up  that  appointment  ho  became  a  partner  of  the  late  Mr. 
Tidbould,  at  Chumleigh,  North  Devon,  and  after  bis 
death  carried  on  the  practice  by  himself  and  was  made 
Medical  Officer  to  the  South  Moulton  Union — more  than 
ten  miles  north  of  Chumleigh, — and  to  the  Crediton 
Union — about  the  same  distance  south  of  Chumleigh. 

We  know  that  such  appointments  involve  great  fatigue 
and  bring  no  renown,  yet  Dr.  Ford  discharged  his  duties 
cheerfully  and  with  efficiency.  In  1875  he  joined  the 
late  Dr.  David   King  at  Eltham,  and  practised  with   him 
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until  Dr.  King  retired  in  1892.  In  1877  Dr.  Ford  was 
elected  a  Fellow  of  this  Societ}^  Dr.  Jeken  informs  me 
that  Dr.  Ford's  practice  was  largely  among  the  poor, 
although  not  confined  to  that  class,  and  his  kindly 
disposition  and  patience  in  inquiring  into  the  circum- 
stances attending  his  patients'  ailments,  combined  with 
the  scientific  interest  which  he  took  in  his  profession, 
brought  him  well-deserved  popularity.  He  did  a  great 
deal  of  midwifery  at  Eltham,  and  in  this,  as  in  all  other 
branches  of  his  profession,  he  was  a  sound  and  pains- 
taking practitioner.  He  always  kept  on  the  very  best 
terms  with  other  members  of  the  profession. 

He  was,  no  doubt,  best  known  to  the  profession  at 
large  as  one  of  those  gentlemen  who  attend,  with  great 
regularity,  the  Annual  Meetings  of  the  British  Medical 
Association.  At  the  end  of  1893,  having  left  Eltham, 
he  travelled  in  the  Mediterranean,  America,  and  other 
distant  places,  then  resided  for  a  time  at  Crediton,  and 
finally  settled  with  friends  at  Exmouth,  where  he  died. 

This  concludes  both  our  death-roll  and  the  Annual 
Address,  which,  like  most  similar  productions,  and  also 
like  Prosperous  spirits,  will  melt  into  air — into  thin  air, — 
and,  like  his  (Prospero's)  insubstantial  pageant  faded, 
will  leave  not  a  wreck  behind.  I  thank  you  for  listening 
to  me  with  such  exemplary  patience. 

Dr.  Champneys  moved — '' That  the  thanks  of  the  meet- 
ing be  given  to  Mr.  Alban  Doran  for  his  address,  and 
that  he  be  requested  to  allow  it  to  be  printed  in  the  next 
volume  of  the  '  Transactions.'  "  He  said  that  whatever 
might  be  Mr.  Doran's  faults,  dulness  was  not  one  of  them. 
Indeed,  with  so  extensive  a  memory  and  so  light  a  fanc}' 
his  difficulty  surelj'^  was  in  the  selection  of  images  and 
quotations  and  the  rejection  of  others.  The  address  had 
been  most  interesting,  and  the  obituary  of  Mr.  Lawson 
Tait  so  concise,  discriminating,  and  fair,  that  he  doubted 
if  it  would  have  failed  to  appear  so  to  the  subject,  could 
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he  have  heard  it.  Indeed,  he  thought  many  of  us  might 
wish  that  Mr.  Doran  might  be  selected  to  deliver  our  own 
funeral  oration.  In  the  words  of  Johnson's  epitaph  on 
Oliver  Goldsmith,  it  might  truly  be  said  of  Mr.  Doran, 
*'  Nihil  tetigit  quod  non  ornavit." 

This  was  seconded  by  Mr.  Butler- Smythe,  and  carried 
by  acclamation. 


MARCH  7th,   1900. 

Albak  Doean,  F.R.C.S.,  President,  in  the  Chair. 

Present — 34  Fellows  and  5  Visitors. 

Books  were  presented  by  the  American  Gynecological 
Society,  the  Glasgow  University  Court,  the  Gesellschaft 
fiir  Natur  und  Heilkunde  in  Dresden,  Sir  Henry  W. 
Acland,  and  Dr.  James  Oliver. 

Ernest  James  Hayford,  M.D.  (Free  Town,  Sierra  Leone), 
was  declared  admitted. 

The  following  gentlemen  were  proposed  for  election  : 
William  Francis  Victor  Bonney,  M.D.,  M.S.,  F.R.C.S.Eng., 
and  Henry  Heath  Pochin  Johnson,  L.R.C.P. 

The  following  gentlemen  were  elected  Fellows  of  the 
Society :  Hugo  Adolf  Levison,  M.D.  (Columbia  Univ.), 
and  Frank  Edward  Taylor,  M.A.,  M.B. 


RE-DESCRIPTION  OF  THE  SPECIMEN  OF  SPONDY- 
LOLISTHESIS IN  THE  MUSEUM  OF  UNI- 
VERSITY  COLLEGE. 

(See  Plates  VI  and  VII.) 

By  T.  W.  P.  Lawrence,  F.R.C.S.    (introduced  by  Dr. 
Blacker). 

The    specimen,  which    was   added    to   the    museum  in 
1849,   was  taken   from  a  dissecting-room  subject,   whose 
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sex  has  not  been  recorded  :  it  consists  of  the  last  four 
lumbar  vertebi'te,  the  sacrum,  and  the  first  piece  of  the 
coccyx.  A  portion  of  the  lateral  mass  of  the  sacrum  on 
the  left  side,  including  nearly  the  whole  of  the  auricular 
surface,  has  been  sawn  off,  and  a  nearly  median  section 
divides  the  specimen,  with  the  exception  of  the  second  and 
third  lumbar  vertebrae,  into  right  and  left  halves. 

For  purposes  of  description  the  specimen  must  be  as- 
sumed to  be  in  a  definite  position,  that  adopted  being  the 
one  shown  in  Plate  VI,  fig.  1.  In  this  position  the  long 
axis  of  the  hinder  or  loAver  part  of  the  auricular  surface 
is  nearly  vertical. 

The  spinous  processes  of  the  second  and  third  lumbar 
vertebrae  are  thickened,  and  their  upper  and  lower  borders 
broadened  out  into  surfaces  by  which  the  adjacent  spines 
appear  to  have  lain  in  contact.  In  other  respects  these 
vertebra3  are  normal,  and  they  need  not  be  again  re- 
ferred to. 

The  more  obvious  features  of  the  main  part  of  the 
specimen  are — (1)  a  forward  and  downward  displacement 
of  the  bodies  of  the  fourth  and  fifth  lumbar  vertebra?,  the 
body  of  the  fifth  overhanging  the  hollow  of  the  sacrum  in 
front  of  the  body  of  the  first  sacral ;  (2)  great  modifica- 
tion of  form  affecting  certain  parts  of  the  arches  of  the 
fourth  and  fifth  lumbar  vertebree  ;  (3)  marked  increase  in 
the  curve  of  the  sacrum  ;  (4)  an  increase  in  the  antei'o- 
posterior  measurement  of  the  spinal  canal  opposite  the  last 
two  lumbar  and  first  two  sacral  vertebrae ;  (5)  marked 
deformation  of  the  body  of  the  first  sacral  vertebra ;  and 
(6)  extensive  ankylosis,  the  sacrum  and  the  two  lumbar 
vertebrie  being  fused  into  a  single  piece.* 

On  examining  the  form  and  relations  of  the  several 
bones  in  detail,  it  is  seen  that  the  body  of  the  fourth 
lunihar  vertebra  has  a  normal  appearance.  It  retains  its 
normal  relation  to  the  body  of  the  fifth,  and  is  united  to 
it  by  an  intervertebral  disc,  which  has  become  slightly 

•  These  points  are  well  shown  in  two  figures  of  the  specimen  given  in 
vol.  xxvi,  pp.  152,  153,  of  the  '  Transactions  '  of  this  Society. 
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ossified  at  its  liinder  border.  The  pedicles,  transverse 
processes,  and  superior  articular  processes  have  their 
normal  relations  to  the  body,  that  is  to  say,  they  have 
been  displaced  forwards  with  it,  and  with  the  exception 
of  the  extremities  of  the  transverse  processes,  which  ai'e 
directed  backwards  more  than  usual,  these  structures  have 
their  normal  form.  The  superior  and  inferior  notches 
are  well  marked.  The  upper  aperture  of  the  neural  ring 
is  altered  in  shape  (Plate  VI,  fig.  2) ;  its  hinder  angle, 
which  is  more  acute  than  normal,  is  prolonged  backwards 
so  as  to  reach  nearly  to  the  level  of  the  tips  of  the  upper 
articular  processes  ;  its  antero-posterior  measurement  is 
24  mm.,  the  excess  over  the  normal  being  accounted  for 
by  the  elongation  of  the  laminte  subsequently  mentioned. 
The  spinous  process  projects  horizontally  backwards,  its 
extremity  lying  in  the  middle  line  between  the  superior 
articular  processes  of  the  sacrum,  and  reaching  backwards 
to  about  the  same  level  as  the  latter  ;  its  upper  border  is 
broadened  into  what  appears  to  be  an  articular  facet. 
The  laminas  are  greatly  modified;  instead  of  being  directed 
downwards  from  their  junction  with  the  pedicles  they 
project  horizontally  backwards,  and  are  at  the  same  time 
flattened  out  laterally,  so  that  the  distance  between  their 
lateral  margins  measures  as  much  as  4' 7  cm.  at  their 
anterior  part ;  they  are  also  elongated  in  a  sagittal 
direction,  the  left,  which  exhibits  a  somewhat  greater 
elongation  than  the  right,  measuring  3*3  cm.  Posteriorly 
each  lamina  is  bounded  by  a  free  concave  border,  pass- 
ing outwards  from  the  spinous  process.  The  greatly 
elongated  outer  margins  of  the  laminee  are  ankylosed  to 
bony  structures  lying  beneath  them,  and  in  consequence 
of  this  and  of  the  great  modifications  of  form  undergone 
by  this  part  of  the  specimen,  the  inferior  articular  pro- 
cesses ai'e  altogether  obscured,  and  their  position  can 
only  be  indirectly  inferred.  Thus,  on  referring  to  a 
normal  bone,  the  external  border  of  the  lamina  is  found  to 
present  superiorly  a  smooth  portion  forming  the  hinder 
boundary  of  the  notch,  below  this  a  rough  area  for  part 
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of  the  capsular  ligament,  and  below  this  the  facet  of  the 
articular  process.  Further,  on  tracing  the  free  lower 
border  of  the  lamina  outwards  from  the  spine,  in  the 
normal  bone,  it  is  seen  to  lead  to  the  articular  process. 
Applying  these  facts  to  the  specimen,  the  upper  free 
portion  of  the  outer  border  of  the  lamina  is  distinct,  form- 
ing the  hinder  boundary-  of  the  notch,  but  below  this  the 
border  is  hidden  by  the  ankylosed  anterior  portion  of  the 
superior  articular  process  of  the  fifth  lumbar  vertebra; 
but  on  tracing  the  hinder  border  of  the  lamina  outwards 
from  the  spinous  process  it  is  found  to  lead  on  each  side 
to  a  small  irregular  mass  of  bone  forming  the  inner  part  of 
a  larger  mass,  which  occupies  the  position  of  the  superior 
sacral  articular  processes  (Plate  VII).  From  these  facts  it 
is  inferred  that  the  inferior  articular  processes  of  the 
fourth  lumbar  vertebra  have  descended  to  the  level  of 
the  superior  sacral  articular  processes,  and  further,  that 
they  have  undergone  an  antoro-posterior  elongation,  the 
distance  from  the  small  mass  of  bone  mentioned  to  the 
hinder  boundary  of  the  notch  being  5  cm.  The  chief 
alterations  in  the  fourth  lumbar  vertebra  are,  therefore, 
a  descent  of  the  whole  vertebra,  causing  the  inferior 
articular  processes  to  occupy  a  position  between  the 
superior  sacral  articular  processes,  a  bending  backwards 
and  upwards,  and  a  lateral  flattening  out  of  the  laminae, 
an  elongation  of  the  inferior  articular  processes  and 
adjacent  part  of  the  laminae,  and  lastly,  a  forward  and 
downward  displacement  of  the  body  of  the  bone. 

The  body  of  the  ffth  hunhar  vertehra,  seen  from  the 
front,  shows  little  alteration  in  form  ;  but  it  is  smaller 
than  normal.  Owing  to  its  descent  it  entirely  hides  the 
body  of  the  first  sacral,  the  level  of  the  two  being  the 
same.  It  is  tilted  so  that  its  anterior  surface  is  directed 
as  much  downwards  as  forwards.  In  the  median  section 
the  reduction  in  the  size  of  the  body  is  still  more 
marked,  the  posterior  border,  especially,  being  greatly 
reduced.  The  postero-inferior  angle  rests  against  the 
upper  surface  of  the  body  of  the  first   sacral   vertebra. 
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somewhat  aiiterioi*  to  the  middle  of  the  latter,  and  is 
ankylosed  to  it,  whilst  the  inferior  surface  passes  for- 
wards and  downwards  out  of  contact  with  the  sacral 
surface,  but  united  to  it  through  a  triangular  mass  of 
bone,  which,  doubtless,  represents  the  ossified  remains  of 
the  disc.  The  lower  border  of  the  body  of  the  fifth 
lumbar  vertebra  projects  forwards  in  front  of  the  body 
of  the  first  sacral  for  a  distance  of  1"5  cm.  The  pedi- 
cles, transverse  processes,  and  at  least  the  anterior  part 
of  the  superior  articular  processes  have  been  carried 
forwards  with  the  body,  with  which  they  retain  fairly 
normal  relations ;  the  pedicles  are,  however,  much  drawn 
out  and  thinned,  and  pass  upwards  and  backwards  from 
their  junction  with  the  body,  and  the  transverse  pro- 
cesses are  directed  markedly  backwards  and  upwards, 
and  are  more  slender  than  normal.  The  upper  notches 
complete,  witb  the  lower  notches  of  the  fourth  lumbar 
vertebra,  foramina  which  are  somewhat  reduced  in  their 
antero-postei'ior  measurement.  The  spinous  process  is 
smaller  than  normal,  measuring  1'7  cm.  in  length  ;  it  pro- 
jects horizontally  backwards  from  the  hinder  aspect  of  the 
sacrum  on  a  level  with  the  upper  ends  of  the  highest  pair 
of  posterior  sacral  foramina  (Plate  VII).  The  lamina?  are 
small  and  badly  developed,  especially  in  their  lower  parts, 
the  two  together  forming  a  thin  plate  of  bone  which  closes 
in  the  upper  part  of  a  large  gap  in  the  hinder  wall  of  the 
sacral  canal  caused  by  defective  ossification  of  the  laminge 
of  the  sacrum.  The  inferior  margin  of  the  lamina  of  each 
side,  on  being  traced  outwards  from  the  spinous  process, 
is  found  to  lead  to  a  slender  process  of  bone  of  about  4 
mm.  in  length,  which  projects  mesially  over  the  margin 
of  the  gap  in  the  sacrum  before  mentioned.  These  pro- 
cesses appear  to  be  the  extremities  of  the  rudimentary 
inferior  articular  processes  ;  they  lie  on  a  level  with  the 
lower  ends  of  the  upper  pair  of  postei'ior  sacral  foramina. 
Externally  the  laminae  rest  upon  and  are  ankylosed  to 
the  persistent  lateral  portions  of  the  upper  sacral  laminae, 
a  slight  groove  passing  upwards  and  outwards  from  each 
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of  the  small  processes  above  named,  indicating  the 
external  bouudaiy  of  the  lamina.  Traced  upward,  each 
groove  leads  to  the  roughened  mass  of  bone  Avhich  occu- 
pies the  position  of  the  superior  sacral  articular  process, 
and  which  in  part  must  be  held  to  represent  the  posterior 
extremity  of  the  superior  articular  process  of  the  fifth 
lumbar  vertebra.  From  the  inner  aspect  of  each  of  the 
roughened  masses  referred  to,  a  distinct  and  well-defiued 
surface  of  the  bone  passes  horizontally  forwards  (Plate  VI, 
fig.  2,  a),  adjacent  to  the  outer  margin  of  the  lamina  of  the 
fourth  lumbar  vertebra,  and  is  continued  anteriorly  into  the 
outer  surface  of  the  anterior  part  of  the  superior  articular 
process  of  the  fifth  lumbar  vertebra,  which,  as  before 
mentioned,  retains  its  normal  position  with  regard  to  the 
body  of  the  bone.  This  bony  surface  measures  3' 7  cm. 
from  before  back,  and  is  about  6  mm.  in  width,  its 
borders  being  nearly  parallel  throughout ;  it  is  ankylosed 
on  the  one  hand  to  the  external  margin  of  the  lamina  of 
the  fourth  lumbar  vertebra,  and  on  the  other  to  the 
sacrum,  on  which  it  lies.  Posteriorly,  however,  it  is 
separated  from  the  sacrum  b}'-  a  small  oval  interval 
measuring  about  6  mm.  in  length  and  2  mm.  in  height, 
lying  immediately  in  front  of  the  base  of  the  sacral 
articular  process,  and  representing  the  intervertebral 
foramen.  The  narrow  bony  surface  described  establishes 
the  continuity  between  the  hinder  part  of  the  arch  of  the 
fifth  lumbar  vertebra  and  the  displaced  anterior  portion, 
and  must  be  held  to  represent  the  outer  surface  of  the 
elongated  upper  articular  process.  (Towards  its  anterior 
end  on  each  side  it  presents  one  or  two  small  pointed 
osteophytes  directed  backwards ;  these  probably  indicate 
the  points  of  attachment  of  stretched  ligamentous  bands, 
but  tiiey  might  also  be  held  to  indicate  a  previous  fi'acture 
in  this  situation,  due  either  to  the  lateral  flattening  out 
of  the  lamina3  of  the  fourth  vertebra,  or  to  the  downward 
displacement  of  the  body  of  the  fifth.)  The  interverte- 
bral foramina  between  the  last  lumbar  and  first  sacral 
vertebrae   have   l)een   referred  to  ;   owing  to  the  forward 
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displacement  of  the  pedicle  of  the  last  lumbar  vertebra 
with  the  body,  the  anterior  parts  of  the  inferior  notches 
form  the  upper  boundaries  of  narrow  slit-like  foramina, 
bounded  below  by  the  upper  surface  of  the  body  of  the 
sacrum.  To  complete  the  description  of  the  fifth  lumbar 
vertebra,  the  upper  margin  of  the  lamina  maybe  traced  for- 
wards from  the  base  of  the  spinous  process.  This  margin 
is  seen  in  the  figure  of  the  median  section  (fig.  1,  a)  as  a 
faintly  marked  but  continuous  ridge,  passing  horizontally 
forwards  between  the  lamina  (b)  of  the  fourth  lumbar 
vertebi'a  above,  and  the  sacrum  below,  ankylosis  having 
occurred  here  between  the  three  bones ;  anteriorly  this 
ridge  is  seen  to  pass  towards  the  hinder  end  of  the 
pedicle.  The  upper  and  anterior  part  of  the  lamina  has, 
therefore,  undergone  elongation  corresponding  to  the 
amount  of  displacement  forwards  of  the  anterior  part  of 
the  upper  articular  process.  The  chief  changes  noted  in 
the  fifth  lumbar  vertebra  are,  therefore,  a  maldevelop- 
ment  of  the  hinder  part  of  the  arch  affecting  chiefly  the 
inferior  articular  processes  and  the  adjacent  portions  of 
the  laminas,  a  descent  of  the  laminfe  on  to  the  back  of 
the  sacrum  and  of  the  superior  articular  processes  into  a 
position  between  the  upper  sacral  articular  processes,  an 
elongation  of  the  latter  processes,  and  a  forward  and 
downward  displacement  of  the  body  of  the  bone. 

The  sacrum  presents  extensive  defects  of  ossification  in 
its  posterior  surface.  Thus  there  is  complete  absence  of 
the  central  part  of  the  hinder  wall  of  the  sacral  canal  as 
low  as  the  second  pair  of  sacral  foramina  ;  and  a  second 
gap,  measuring  2*2  cm.  by  1*5  cm.,  exists  between  the 
levels  of  the  second  and  third  paii*s  of  foramina.  The 
lateral  parts  of  the  laminae  are  present,  and  to  them 
the  displaced  laniinas  of  the  fifth  lumbar  vertebra  are 
ankylosed,  as  above  mentioned,  the  sacral  canal  being 
closed  in  in  this  situation  by  the  latter  bone.  In  the 
position  of  the  superior  articular  processes  there  is  on 
each  side  an  irregular  mass  of  bone  which,  on  the  left 
side  more  especially,  shows  signs  of  a  division   into  ati 
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outer  and  an  inner  portion,  in  the  presence  of  a  pit  at  its 
postero-inferior   aspect.      The  part  of    the   mass    to    the 
outer   side    of   this   pit  apparently  represents   the  sacral 
articular  process  ;    that  on    its   mesial   side   is   to   be  re- 
garded, for   the  reasons   before   given,    as    representing 
parts  of  the  united  articular  processes  of  the  fourth  and 
fifth    lumbar  vertebrge    (the   base    of  the  process  of  the 
fifth  and  the  extremity  in  the  fourth).      As  far  as   can 
be  judged  the  sacral  articular  processes  do  not  present 
any  appreciable   alteration  as  regards  size ;   the  distance 
apart  of  their  external  surfaces  is  o"3  cm.      In  other  re- 
spects the  posterior  surface  of  the  bone  is  normal.      The 
body  of  the  first  sacral  vertebra  is  best   studied  in  the 
median  section  ;  it  presents  a  greater  degree  of  deforma- 
tion than  the  bodies  of  the  other  vertebras.      Its  axis  is 
markedly  curved,  the  concavity  of  the  curve  being  directed 
downwards  and  forwards,  and  in  correspondence  with  this 
the  anterior  and  posterior  surfaces  are  curved  in  a  similar 
way,  the  posterior  retaining  its  normal  height,  the  anterior 
being  very  greatly  reduced.      Through  these  changes,  and 
through  a  certain  degree  of  tilting  forwards  of  the  body 
of  the  second  sacral  vertebra,  the  upper  surface  of  the 
body  of  the  first   sacral  is  directed  forwards,  its  line  of 
section  being  vertical.      The   body  of  the  fifth  lumbar  is 
ankylosed    to    it  in   the  manner    before    described,   the 
upper  half  of  the  upper  surface  of  the  first  sacral  being 
free.      There  is  a  considei-able  break  in  the  line  of  the 
posterior    surface    of    the   body   at   its    upper  part,    due 
apparently  to  a  previous  partial    fracture  in  this  situa- 
tion.     The  body  of  the  second  sacral  vertebra  presents 
the  same  general  alteration  in  form,  and  the  same  tilting 
forward  of  the  upper  part  of  its  body  as  the  first  sacral, 
but  in  a  much  slighter  degree.      The  spinal  canal  oppo- 
site the   first   two    sacral    vertebrae    presents    the    same 
increased  sagittal  measurement  as  was  noticed  in  describ- 
ing the  fourth  lumbar  vertebra ;  opposite  the  first  sacral 
it  measures  2  cm.      This  sagittal  widening  of  the  sacral 
canal  appears  to  be  due  to  an  actual  forward  displace- 
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inent  of  the  bodies  of  tlie  first  two  sacral  vertebrge,  the 
laminae  being  retained  in  their  normal  position  through 
their  connection  with  the  unaltered  lateral  masses  of  the 
sacrum.  The  displacement  of  the  bodies  has  been  per- 
mitted  through  the  formation  of  prominent  ridges  on 
their  hinder  surfaces  (fig.  1^  c,  d),  the  ridges  forming  a 
continuation  upwards  and  inwards  of  the  free  upper 
margin  of  the  pedicles.  These  ridges  approach  the 
middle  line  superiorly,  and  thus  tend  to  narrow  the 
canal  laterally.  The  ridges  developed  in  connection 
with  the  first  sacral  vertebra  (c)  are  ankylosed  to  the 
upper  portion  of  the  laminae  of  the  fifth  lumbar  vertebra, 
and  at  their  upper  part  (e)  they  reduce  the  lateral 
measurement  of  the  canal  to  1  cm.  In  consequence  of 
the  forward  displacement  of  the  bodies  of  the  first  two 
vertebrae,  and  of  their  curvature  above  described,  the 
highest  point  of  the  body  of  the  first  sacral  is  consider- 
ably below  its  normal  level,  and  the  whole  of  the  upper 
surface  of  the  body  lies  altogether  anterior  to  the  alas  of 
the  sacrum,  Avhich  are  not  altered  in  any  noteworthy 
degree.  The  chief  points  observed  in  the  sacruai  are, 
therefore,  the  defects  in  its  hinder  wall,  and  the  dis- 
placement and  tilting  downwards  and  forwards  of  the 
bodies  of  the  upper  two  vertebras. 

Beyond  the  osseous  deposits  found  in  connection  with 
the  ankylosis  of  the  several  bones,  there  is  nothing  that 
can  be  regarded  as  callus,  nor  any  indications  of  fracture 
except  in  the  two  situations  ali'eady  mentioned  (p.  80). 
Apart  from  the  elongation  of  certain  portions  of  the  bones, 
and  the  defects  in  the  hinder  wall  of  the  sacrum,  there  is 
no  evidence  of  any  congenital  fissure  in  connection  with 
the  arches.  The  body  of  the  fifth  lumbar  vertebra  is 
lighter  and  more  porous  than  natural,  as  if  from  atrophy, 
but  otherwise  all  sign  of  disease  is  absent. 

To  sum  up  briefly,  the  specimen  exhibits  imperfect 
development  of  the  lamina)  of  the  sacrum  and  last  lumbar 
vertebra,  downward  displacement  of  the  lamiuas  of  the 
last  lumbar  vertebra  on  to  the  back  of  the  sacrum  with 
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associated  displacement  of  the  contiguous  articular  pro- 
cesses of  the  last  two  lumbar  vertebrae  downwards  into  a 
position  between  the  sacral  articular  processes,  elongation 
of  the  contiguous  articular  processes  of  the  last  two 
lumbar  vertebra?,  with  flattening  out  of  the  laminas  of  the 
fourth  lumbar,  forward  and  downward  displacement  of  the 
bodies  of  the  last  two  lumbar  vertebrne,  and  to  a  less 
extent  of  the  first  two  sacral,  olisthesis  of  the  last 
lumbar  body,  and  ankj'losis  of  the  bones  in  their  new  posi- 
tions. 

The  study  of  previous  specimens  of  spondylolisthesis 
has  led  to  the  discarding  of  certain  suggested  causes,  and 
to  the  acceptance  of  others.  Disease  appears  to  be  ex- 
cluded according  to  present  views.  Injury  is  accepted  as 
a  possible  cause  in  the  form  of  fracture  of  the  lamina  of 
the  fifth  lumbar  vertebra,  though  its  presence  cannot  be 
said  to  have  been  definitely  proved  in  any  case.  Frac- 
ture of  the  lumbo-sacral  articular  processes  is  also  of  doubt- 
ful occurrence.  Undue  pressure  on  the  column,  from 
overloading,  may  be  included  under  the  heading  of  injury, 
and  this  is  accepted  as  an  undoubted  cause.  MaU 
development  affecting  the  arch  of  the  fifth  lumbar  vertebra 
or  the  lumbo-sacral  articular  processes  is  also  an  admitted 
cause.  Maldevelopment  affecting  the  arch  of  the  fifth 
lumbar  occurs  as  a  congenital  fissure  through  the  lamina, 
and  when  it  has  caused  spondylolisthesis  it  has  led  either  to 
a  separation  of  the  two  portions  of  the  divided  bone,  or  to 
an  apparent  elongation  of  the  osseous  tissue  in  the  neigh- 
bourhood of  the  fissure.  Maldevelopment  affecting  the 
lumbo-sacral  processes,  appearing  as  a  diminution  in  the 
normal  size  of  these  structures,  has  caused,  in  the  single 
case  of  spondylolisthesis  leferable  to  it,  a  forward  subluxa- 
tion of  the  lumbar  articular  processes  (cf.  Chiari,  '  Zeitsch. 
f.  Heilk.,'  1892,  Bd.  xiii,  p.  222,  pi.  x,  figs.  1  and  2). 

In  the  present  instance  disease  and  injury  (excepting 
overloading)  may  probably  be  excluded  by  simple  inspec- 
tion ;  previous  experience  would  therefore  point  to  over- 
loading or  maldevelopment  as  likely  to  be  the  primary 
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cause,  and  having  regard  to  the  defective  development  of 
the  sacral  and  last  lumbar  laminae,  it  is  probable  that  the 
cause  of  the  spondylolisthesis  is  to  be  sought  in  mal- 
development  affecting  the  lumbo-sacral  articular  processes 
and  the  laminae  of  the  fifth  lumbar  vertebra.  In  view, 
however,  of  Chiari's  case,  above  referred  to,  in  Avhich 
defect  at  the  lumbo-sacral  junction  led  to  a  forward,  in- 
stead of,  as  in  the  present  specimen,  to  a  downward  dis- 
placement, it  is  necessary  to  inquire  whether  the  defect 
observed  in  the  fifth  lumbar  vertebra  is  not  due  to  a 
secondary  atrophy  from  disuse  following  a  downward 
dislocation  of  the  normally  developed  bone,  rather  than 
to  a  primary  fault  of  development.  Against  this  view 
the  extreme  rarity  of  dislocations  in  the  lumbar  region 
in  the  adult  is  to  be  noted,  it  being  stated  in  the  last 
edition  of  Hamilton's  work  on  fractures  and  dislocations 
that  no  case  has  ever  been  demonstrated.  As  regards 
congenital  dislocation  it  is  stated  by  Guerin,*  who 
made  a  special  study  of  this  subject,  that  dislocation 
may  occur  in  any  joint  in  the  body,  and  he  refers  specific- 
ally to  the  spinal  cohimn,  though  not  to  the  lumbo-sacral 
junction.  It  is  hardly  conceivable  that  a  downward  dis- 
location by  dorsal  extension  could  occur  in  utero ;  but 
whether  such  a  dislocation  could  occur  in  normal  parturi- 
tion or  artificial  delivery  is  difficult  to  decide.  But  sup- 
posing such  a  displacement  to  occur,  it  is  probable  that  it 
would  become  reduced  in  the  first  weeks  of  extra-uterine 
life.  Whilst,  therefore,  dislocation  of  the  normally 
formed  bone  appears  to  be  improbable,  the  view  that  the 
maldevelopment  was  primary  receives  great  support  from 
the  presence  of  defective  development  in  the  contiguous 
part  of  the  column  below. 

Assuming  that  the  maldevelopment  was  primar}',  the 
mechanism  of  production  of  the  dislocation  has  to  be  con- 
sidered. The  alternative  factors  are  evidently  the  body 
weight  and  muscular  action.  The  former  may  be  rejected, 
as  apparently  it  would  have  led  to  a  forward  dislocation 
*  *  Reclierclies  sur  Ics  Ijuxiitions  congeuitales,'  Paris,  1841. 
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of  the  lumbal"  articular  processes  *  rather  than  to  a  down- 
ward displacement.  As  regards  muscular  action,  either 
one  of  two  views  may  be  adopted: — (1)  the  displacement 
and  ankylosis  have  occurred  as  part  of  the  process  of 
development  of  the  lumbar  curve  ;  (2)  they  have  occurred 
at  a  later  date,  Avhen  the  spine  would  be  called  upon  to 
bear  increased  weight,  and  are  due  to  a  forced  voluntai*y 
extension  of  the  lumbo-sacral  spine,  arising  from  a  feel- 
ing of  weakness  and  insecurity  at  the  undeveloped  joints. 

Whatever  view  may  be  adopted  as  to  the  precise 
mechanism  of  its  production,  it  would  at  least  appear  to  be 
highly  probable  that  the  dislocation  occurred  in  early  life. 

It  is  generally  held  that  the  presence  of  elongation  in 
the  arch  of  a  vertebra  must  indicate  that  a  solution  of 
osseous  continuity  has  at  some  time  occurred  ;  and  if 
fracture  cannot  be  proved,  congenital  fissure  is  assumed 
to  have  existed.  But  it  is  by  no  means  certain  that 
elongation  cannot  take  place  without  solution  of  osseous 
continuity  ;  the  extensible  and  flexible  natui'e  of  peri- 
osteum, combined  with  the  power  of  absorption  of  osseous 
tissue  already  deposited  renders  almost  any  alteration  in 
the  shape  of  a  bone  conceivable,  especially  in  growing 
bones,  provided  that  it  can  be  shown  that  forces  suitable 
in  magnitude  and  direction  are  acting  on  the  bone.  An 
example  of  elongation  in  two  directions,  that  is  to  say  of 
increase  in  area,  is  seen  in  the  expansion  of  the  shaft  of 
a  long  bone  by  a  central  tumour.  This  being  so,  it 
seems  desirable  to  inquire,  with  reference  to  the  present 
specimen,  presenting  as  it  does  an  unusual  condition  in  the 
displacement  of  the  fifth  lumbar  laminae,  whether  that 
condition  is  not  sufficient  to  account  for  the  deformities 
present,  without  resorting  to  the  hypothesis  of  fissures  all 
traces  of  which  are  absent. 

Assuming  that  the  w^eight  of  the  trunk,  transmitted 
through  the  body  of  the  last  lumbar  vertebra,  is  dis- 
tributed partly  as  a  force  acting  vertically  to  the  upper 
surface  of  the  sacrum,  and   partly  as   a  force  tending  to 

*    Vide  p.  8-1-,  Chiari's  case. 


SPONDYLOLISTHESIS.  87 

displace  the  body  of  the  last  lumbar  vertebra  forwards  in 
a  direction  pai'allel  to  the  plane  of  the  upper  surface 
of  the  sacrum ;  and  assuming"  that  the  latter  force  is 
countei-acted  by  the  upper  sacral  articular  processes,  it 
is  necessary,  in  the  first  place,  to  consider  what  effect 
the  displacement  of  the  fifth  lumbar  laminge  would  have 
on  the  distribution  of  these  forces. 

The  dislocation  of  the  laminae  would  be  effected  through 
a  bending  backwards  of  the  sacrum,  resulting  in  the  upper 
part  of  the  posterior  surface  of  the  sacrum  being  pushed  up 
beneath  the  laminse  of  the  fifth  lumbar  vertebra.  By  this 
movement  the  upper  articular  processes  of  the  fifth  lumbar 
vertebra  would  be  brought  into  a  position  between  the- 
upper  sacral  articular  processes,  and  the  relative  parallel- 
ism of  the  adjacent  articular  surfaces  of  the  bodies  of  the 
fifth  lumbar  and  first  sacral  vertebrae  would  be  greatly 
altered,  in  the  sense  that  the  hinder  borders  of  these  sur- 
faces would  be  brought  almost  or  quite  into  contact,  while 
their  anterior  borders  would  be  widely  separated.  This 
altered  position  of  the  two  bones  would  have  been  retained, 
and  probably  fixed  by  ankylosis  between  the  fifth  lumbar 
and  upper  sacral  laminae,  and  between  the  upper  sacral 
and  upper  fifth  lumbar  articular  processes.  In  such  a 
position  the  weight  of  the  trunk  passing  through  the  body 
of  the  fifth  lumbar  vertebra  could  be  transmitted  to  that 
of  the  first  sacral  in  only  one  way,  namely,  from  the  postero- 
inferior  part  of  the  former  to  the  postero-superior  part  of 
the  latter,  that  is  to  say,  in  a  manner  which  presents 
great  mechanical  disadvantage  as  i^egards  the  supporting 
power  of  the  sacrum.  Furthermore,  the  tilting  backwards 
of  the  sacrum,  and  more  vertical  position  of  its  upper 
surface  resulting  therefrom,  would  increase  the  tendency 
of  the  body  of  the  fifth  lumbar  vertebra  to  forward  dis- 
placement. Hence  the  effect  of  the  displacement  of  the 
laminae  upon  the  distribution  of  the  two  forces  mentioned 
is  that  there  would  no  longer  be  any  force  acting  per- 
pendicularly to  the  upper  surface  of  the  body  of  the  first 
sacral  vertebra, — this  is  replaced  by  one  acting  vertically 
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downwards  on  the  hinder  edge  of  that  surface  ;  and  in 
the  second  place  the  force  to  be  counteracted  by  the 
displaced  upper  articular  processes  of  the  fifth  lumbar 
vertebra  (now  occupying  the  position  of  the  upper  sacral 
articular  processes)  would  be  increased.  If  now,  through 
pressure  on  its  hinder  edge,  the  body  of  the  first  piece  of 
tliL'  sacrum  should  yield  in  the  way  shown  in  Plate  VI,  fig. 
1,  a  further  redistribution  of  the  two  forces  takes  place, 
the  proportion  of  the  body  weight  to  be  sustained  by  the 
upper  articular  processes  of  the  fifth  lumbar  vertebra 
being  very  greatly  increased.  In  these  circumstances, 
any  tendency  to  elongation  that  may  be  assumed  to  exist 
in  the  fifth  lumbar  vertebra  should  show  itself  between 
the  hinder  surface  of  the  body  of  the  bone  and  the  point 
Avhere  the  pedicles  are  hooked  over  the  base  of  the  upper 
sacral  articular  processes,  that  is  to  say,  in  the  pedicles 
and  the  anterior  portion  of  the  superior  articular  pro- 
cesses ;  and  it  is  in  these  structures  that  the  elongation 
is  exhibited  in  the  specimen. 

The  conditions  are  somewhat  different  in  the  case  of 
the  fourth  lumbar  vertebra.  Here  the  body  of  the  bone 
retains  its  normal  relation  with  the  body  of  the  vertebra 
below,  and  the  whole  vertebra,  together  with  those  above 
it,  is  cai'ried  forward  as  the  body  of  the  fifth  lumbar  ad- 
vances, except  in  so  far  as  it  is  held  back  by  the  extremities 
of  its  inferior  articular  processes.  Any  elongation  that 
might  be  expected  to  occur  in  the  fourth  lumbar  vertebra 
sliould,  therefore,  show  itself  between  the  extremities  of 
these  processes  and  the  extremities  of  the  inferior 
articular  processes  of  the  vertebra  above,  that  is  to  say, 
in  the  outer  part  of  its  lamina}.  That  an  elongation  of 
this  nature  has  taken  place  in  the  specimen  is  shown  in 
fig.  2,  the  upper  edge  of  the  laminaa  showing  only  slight 
elongation,  and  the  pedicles  remaining  perfectly  normal. 
With  the  sinking  of  the  body  of  the  fifth  lumbar  verte- 
bra the  laminae  of  the  fourth  would  gradually  be  rendered 
horizontal. 

The  mechanical  conditions  above  described  as  affecting 
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the  fifth  lumbar  vertebra  would,  doubtless,  be  altered  as 
soon  as  the  body  of  the  bone  had  been  displaced  forwards 
to  any  considerable  extent.  The  compensatory  lordosis 
which  would  be  established  in  consequence  of  the  dis- 
placement would  throw  the  line  of  gravity  of  the  trunk 
back,  the  spinous  processes  would  probably  be  brought 
into  use  for  supporting  part  of  the  body-weight  and  the 
body  of  the  fifth  lumbar,  and  with  it  the  pedicles  would 
be  relieved  from  pressure,  and  would  commence  to 
atrophy.  But  at  first  the  main  part  of  the  weight  of 
the  trunk  would  still  be  borne  by  the  upper  articular 
processes  of  the  fifth  lumbar  vertebra,  and  it  would  act 
on  them  in  the  same  way  as  before  lordosis  was  established, 
that  is  to  say,  as  tending  to  elongate  them. 

The  specimen  described  was  stated  by  Dr.  Graily 
Hewitt  and  Mr.  Shattock,  in  a  communication  to  this 
Society  in  1884,  to  have  been  ''  discovered  in  the  museum 
among  the  specimens  of  fractured  bones  by  Dr.  Neuge- 
bauer,  jun.,  in  his  recent  visit  to  this  country.^'  In  his 
work  on  '  Spondylolisthesis  and  Spoudylizema,'  published 
in  1892,  Dr.  Neugebauer  has  inserted  a  woodcut  of  tlie 
specimen  as  illustrating  the  typical  osteoplastic  deformity 
of  the  fifth  lumbar  and  first  sacral  vertebrae. 

The  main  differeuce  between  the  foregoing  description 
and  that  of  Dr.  G.  Hewitt  and  Mr.  Shattock  (v.  '  Obstet. 
Trans. ,^  vol.  xxvi,  1884,  p.  149)  has  reference  to  the 
position  of  the  hinder  part  of  the  fifth  lumbar  arch.  In 
the  latter  description  the  posterior  part  of  the  arch  is 
regarded  as  maintaining  its  normal  relation  to  the 
sacrum,  in  the  former  it  is  held  to  have  been  dislocated 
downwards  on  to  the  back  of  the  latter  bone. 
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SPINAL  COLUMN  EXHIBITING  WANT  OF  OSSIFI- 
CATION IN  THE  INTER-ARTICULAR  PORTION 
OF  THE  LUMBAR  VERTEBRAE,  ETC. 

Sliown  by  Dv.  Blacker. 

Dk.  Blacker  showed  in  illustration  of  a  common  cause 
of  spondylolisthesis  a  spinal  column  exhibiting  want  of 
ossification  in  the  inter-articular  portion  of  the  lamina  of 
the  fourth  and  fifth  lumbar  vertebrae,  and  also  a  first 
lumbar  vertebra  -with  a  similar  defect  upon  the  right  side. 
He  thought  the  Society  was  greatly  indebted  to  Mr. 
Lawrence  for  his  description  of  the  specimen  of  spondy- 
lolisthesis. The  downward  displacement  of  the  laminae 
of  the  fourth  and  fifth  lumbar  vertebraj  on  to  the  back  of 
the  saicrum  was  undoubtedly  present,  and  had  been  appa- 
rently overlooked  when  the  specimen  was  first  shown. 
This  condition  was  of  the  greatest  importance  in  regard 
to  the  astiology  of  the  deformity,  and  had  not  hitherto 
been  either  recognised  or  described  in  any  other  specimen 
of  spondylolisthesis.  While  entirely  admitting  the  accu- 
racy of  Mr.  Lawrence's  description  so  far  as  the  main 
points  were  concerned,  he  could  not  agree  with  his  inter- 
pretation as  to  what  represented  the  superior  articular 
process  of  the  fifth  lumbar  vertebra.  This  Avas  a  most 
important  point,  because  upon  it  to  a  large  extent  rested 
Mr.  Lawrence's  theor}'  that  the  deformity  in  this  particular 
specimen  was  due  to  maldevelopment  of  the  lumbo-sacral 
articulation.  There  seemed  to  Dr.  Blacker  to  be  many 
grave  objections  to  such  a  view.  If  the  superior  articular 
process  of  the  fifth  lumbar  vertebra  was  stretched  to  the 
extent  described,  wh}-  had  not  the  superior  articular  pro- 
cess of  the  sacrum  undergone  a  corresponding  change  ? 

While  admitting  that  the  upper  border  of  the  inter- 
vertebral notch  would  press  upon  the  superior  articular 
process  in  the    manner   described   by  Mr.  Lawrence,  he 
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wished  to  point  out  that  the  inferior  articular  process 
would  at  the  same  time,  in  the  case  of  the  fourth  lumbar 
vertebra,  exercise  very  marked  pressure  upon  the  lamina 
of  the  fifth  lumbar  vertebra ;  and  since  deficient  ossifica- 
tion of  the  lamina  was  a  fairly  common  condition,  elonga- 
tion of  it  was  very  likely  to  ensue  as  a  result  of  such 
pressure.  If  the  condition  was  due  to  maldevelopment  of 
the  lumbo-sacral  articular  processes,  why  was  the  lumbar 
process  alone  affected  ?  The  deficiency  of  the  laminae  of 
the  upper  sacral  vertebra  might  be  looked  upon  as  evidence 
of  the  likelihood  of  there  being  deficient  ossification  of  the 
laminge  of  the  lumbar  vertebrfe,  just  as  much  as  evidence 
of  want  of  development  of  the  articular  processes  of  these 
vertebra.  In  the  only  other  cases  in  which  spondylolis- 
thesis appeared  due  to  maldevelopment  of  the  lumbo- 
sacral articular  processes  no  such  deformity  as  that  de- 
scribed in  this  case  had  occurred,  and,  indeed,  the  possi- 
bility of  such  extreme  stretching  of  the  superior  articular 
process  of  a  lumbar  vertebra  appeared  most  unlikely. 

Mr.  Lawrence  had  adduced  no  evidence  that  the 
atrophy  of  the  inferior  articular  processes  of  the  fifth 
lumbar  vertebra  was  primary  and  not  secondary  to  this 
disease.  For  these  reasons  he  thought  the  specimen  was 
one  of  spondylolisthesis  due  to  deficient  ossification  of  the 
interarticular  portion  of  the  lamina  of  the  fourth  and 
fifth  lumbar  vertebrae,  together  with  deficient  development 
of  the  laminae  of  the  upper  sacral  vertebra.  He  agreed 
with  Mr.  Lawrence's  view,  that  the  patient  probably  had 
a  weak  spine  ;  that  as  a  consequence  of  this  the  shoulders 
were  thrown  back  and  an  increased  portion  of  the  body 
weight  was  transmitted  not  only  through  the  articular 
processes,  but  also  through  the  spines.  Evidence  of 
this  was  to  be  seen  in  the  presence  of  an  articular  facet 
upon  the  upper  border  of  the  spine  of  the  fourth  lumbar 
vertebra.  As  a  result  of  the  increased  pressure  upon  the 
spines  the  laminae  of  the  fourth  and  fifth  sacral  vertebrae 
underwent  elongation  and  became  displaced  doAvnwards 
upon  the   back  of   the  sacrum  at  the  same  time   that  the 
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bodies  became  displaced  downwards  and  forwards,  the 
connecting  link  between  the  separated  portions  in  the 
case  of  both  vertebrse  consisting  of  the  elongated  laminae. 
At  a  later  stage  secondary  ossification  of  the  laminae  and 
atrophy  of  the  inferior  articular  processes  of  the  fifth 
lumbar  vertebra  had  occurred.  That  such  a  cause  was 
possible,  viz.  deficient  ossification  of  the  interarticular 
portion  of  the  fourth  and  fifth  lumbar  vertebrae,  was 
demonstrated  by  the  specimen  he  had  exhibited,  and  by 
the  specimens  of  spondylolisthesis  in  the  museums  at 
Berlin  and  Breslau.  The  thanks  of  the  Society  were  duo 
to  Mr.  Lawrence  for  thfe  great  trouble  and  care  he  had 
expended  upon  the  examination  of  the  specimen,  and  the 
drawings  illustrating  his  views.  The  theory  as  to  the 
aetiology  of  the  condition  which  he  had  laid  before  them 
was  an  extremely  ingenious  one,  and  threw  a  new  light 
upon  the  possible  j^art  played  by  spina  bifida  in  cases  of 
spondylolisthesis,  while  it  went  far  towards  explaining 
the  occurrence  of  the  deformity  in  other  cases,  for  w^hich, 
up  to  the  present  time,  no  adequate  explanation  had  been 
forthcominsr. 


TWO  •  CASES    OF  CONGENITAL  MALFORMATION 
OP  THE  GENITAL  ORGANS. 

Shown  by  H.  Macnaughton-JoiNES,  M.D. 

Cases  of  the  kind  that  I  desire  to  place  on  record 
through  the  '  Transactions '  of  the  Society  are  sufficiently 
rare  to  warrant  my  doing  so.  I  refer  to  certain  con- 
genital malformations  of  the  genital  organs.  By  u 
strange  coincidence  I  have  lately  seen  within  a  short 
period  of  time  two  peculiar  cases  of  this  nature. 

Case  1.  Congenital  atresia  of  the  vaginal  orifice  with 
absence  of  the  uterus  and  adnexa. — A  child,  three  years  of 
age,  and  well   developed,  was  sent  to  me  by   Dr.  Harley 
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for  atresia  of  tlie  vagina.  The  entrance  to  the  vagina 
was  completely  closed.  The  labia  were  quite  rudi- 
mentary^ the  clitoris  was  normal,  and.  beneath  it  a  small 
orifice  led  to  a  normal  urethra.  The  occluding  mem- 
brane had.  the  appearance  of  integument,  and  a  pro- 
longation of  the  perineeum.  On  incising  this  to  the 
depth  of  about  a  quarter  of  an  inch,  I  came  on  a 
rudimentary  vaginal  canal  large  enough  to  admit  the 
point  of  the  little  finger.  There  were  rudimentaiy  nym- 
phs. I  dilated  the  canal  until  it  was  large  enough  to  admit 
the  forefinger.  Examining  for  a  uterus,  I  found  only  a 
small  nodule  about  the  size  of  a  large  pea,  which  repre- 
sented the  cervix  uteri,  flush  with  the  vaginal  roof.  I 
passed  a  dilator  into  the  bladder,  and  through  the  rectum 
tried  to  detect  a  uterus.  I  could  feel  a  body  about  three 
quarters  of  an  inch  in  length,  and  less  than  a  centimetre 
in  width,  altogether  about  the  thickness  of  a  good-sized 
quill.  I  next  made  a  most  careful  examination,  as  did 
two  others  who  were  with  me,  but  there  was  no  vestige 
of  adnexa  to  be  found  at  either  side.  I  enlarged  the 
vaginal  opening  by  a  backward  incision,  and  freed  the 
lower  portion  of  the  mucous  membrane  of  the  small 
vaginal  canal.  This  I  brought  down  and  fixed  at 
the  outlet.  The  urine  was  drawn  off  regulai'ly,  and 
the  parts  were  kept  perfectly  clean.  The  effect  was  all 
that  could  be  desired,  and  the  external  parts  assumed 
sufficient  of  a  normal  appearance  not  to  be  in  any  way 
remarkable. 

Case  2.  Congenital  absence  of  uterus  and  adnexa  ivith 
rudimentary  mavimary  glands. — A  young  lady,  aged  22, 
was  sent  to  me  for  examination  under  the  following  cir- 
cumstances :  she  had  never  menstruated,  though  she  had 
taken  various  emmenagogues  and  drunk  chal3'beate  waters 
at  several  spas  to  induce  the  catamenia.  There  had, 
however,  never  been  the  least  constitutional  indication  of 
ovulation.      No  vaginal  examination  had  been  made. 

Under  anaesthesia  it  was  found  that  all  the   external 
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genitalia,  vulva,  clitoris,  urethral  orifice,  and  vagina  were 
normal.  No  uterus,  however,  could  be  detected  ;  a  small 
knob-like  projection  could  be  felt  at  the  vaginal  roof. 
With  a  finger  in  the  rectum,  bimauually,  a  small  body- 
about  the  size  of  a  marble  could  be  isolated,  but  no 
trace  of  adnexa  at  either  side,  by  the  recto-abdominal, 
recto-vesical,  or  otherwise,  could  be  felt,  after  a  most 
careful  examination  by  myself  and  those  present. 
There  was  no  difficulty  in  examination  ;  the  patient  was 
comparatively  thin,  and  there  was  no  possibility  of  any 
error.  The  breasts  were  rudimentary,  the  nipples  being 
like  those  of  the  male.  It  had  been  noticed  that  there 
had  never  been  any  psychical  indication  of  an  emotional 
or  sexual  nature,  and  a  tendency  to  avoidance  of,  or 
indifference  to,  the  company  of  the  other  sex  characterised 
her  actions  in  social  intercourse.  In  other  respects  she 
was  well  developed. 


A  UTERUS  WITH  FIBROID  TUMOUR  UNDER- 
GOING MUCOID  CHANGE,  SUCCESSFULLY 
REMOVED  BY  ABDOMINAL  HYSTERECTOMY 
WITH  INTRA-PERITONEAL  TREATMENT  OF 
THE  STUMP. 

Shown  by  Dr.  Lewers. 

Dr.  Lewers  showed  a  uterus  with  fibroid  tumour 
undergoing  mucoid  change,  successfully  removed  by 
abdominal  hysterectomy  with  intra-peritoneal  treatment 
of  the  stump  from  a  patient  68  years  of  age.  The 
tumour  was  equal  in  size  to  the  pregnant  uterus  at  seven 
months. 
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A  RUPTURED  UTERUS  WITH  DERMOID 
OVARIAN  CYST  THE  SIZE  OF  A  CHILD'S 
HEAD. 

Shown  by  Dr.  L ewers. 

The  rupture  was  probably  due  to  the  obstruction 
caused  by  the  ovarian  tumour.  It  extended  through  the 
left  side  of  the  cervix  into  the  peritoneum.  As  far  as 
could  be  ascertained  the  case  seemed  to  have  been  one  of 
shoulder  presentation,  and  at  all  events  delivery  was  said 
to  have  been  effected  by  podalic  version.  Dr.  Lewers 
saw  the  case  some  hours  after  the  rupture,  and  had  the 
patient  moved  into  the  London  Hospital. 

The  case  was  admitted  about  twelve  hours  after  the 
rupture  had  occurred.  Dr.  Lewers  washed  the  perito- 
neum out  with  hot  sterilised  boric  acid  lotion,  and  drained 
the  peritoneiim  by  strips  of  2  per  cent,  iodoform  gauze 
passed  through  the  rent  into  the  peritoneum.  The  con- 
dition of  the  patient  ou  admission  strongly  contra-indicated 
laparotomy,  or  even  an  anaesthetic.  She  died  fifty-seven 
hours  after  the  rupture.  He  had  had  one  case  of  ruptured 
uterus  recover  under  this  line  of  treatment  about  eighteen 
months  ago  at  the  London  Hospital. 

Dr.  Herbeet  Spencer  thought  it  hardly  fair  that  the  i*esult 
should  throw  any  discredit  oii  the  use  of  iodoform  gauze  iu 
cases  of  rupture  of  the  uterus.  Id  Dr.  Lewers's  case  there  was 
a  dermoid  ovarian  tumour  which,  no  doubt,  had  been  bruised 
during  the  delivery,  and  should  have  been  removed.  There 
may  have  been  special  reasons  why  this  was  not  done  in  Dr. 
Lewers's  case,  but  he  thought  that  had  ovariotomy  been  per- 
formed the  result  would  probably  have  been  different. 
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LARGE  INFLAMED  CYST  (?  OVARIAN)  COM- 
MUNICATING  WITH  AN  INFLAMED  FAL- 
LOPIAN TUBE. 

Shown  by  C.  J.  Cullingwokth,  M.D.,  and 
J.  S.  Fairbairn,  M.B.Oxon. 

M.  H — ,  aged  51,  married,  was  admitted  to  St. 
Thomas's  Hospital  February  20th,  1900,  with  a  cystic 
abdominal  tumour  which  was  inflamed.  She  had  been 
married  thirty  years,  and  had  had  six  children,  the  last  one 
eighteen  years  ago.  There  had  been  no  menstruation  for 
the  last  three  years;  for  the  six  years  previous  to  this  it 
had  been  irregular.  On  one  occasion  about  seven  or  eight 
years  ago  she  had  a  profuse  haemorrhage  lasting  fourteen 
weeks.      No  ovum  was  seen. 

Just  before  she  became  pregnant  of  her  last  child,  i.  e. 
rather  more  than  eighteen  years  ago,  she  first  felt  pains 
in  the  left  side  of  the  lower  part  of  the  abdomen.  They 
were  occasionally  very  severe,  and  she  had  to  apply  hot 
flannels  and  sometimes  to  go  to  bed.  The  course  of 
pregnancy  and  labour  was  unaffected.  These  pains  had 
continued  at  intervals  ever  since.  For  some  years  the 
abdomen  had  been  increasing  in  size. 

On  January  21st,  1900,  she  got  overheated  and  had  to 
sit  in  damp  clothes.  The  next  day  she  had  pains  in  the 
abdomen,  and  called  in  a  doctor,  who  told  her  she  had 
diseased  ovaries.  She  tried  home  treatment  for  a  month 
and,  being  then  no  better,  came  into  the  hospital. 

On  admission  to  the  hospital,  a  large  mobile  tumour 
could  be  felt,  giving  distinct  evidence  of  fluctuation. 
The  width  of  the  tumour  was  estimated  at  7^  inches  ;  its 
highest  part  was  10.^  inches  above  the  pubes.  It  was 
nearly  central  in  position,  and  no  part  of  it  dipped  into 
the  pelvis.  The  uterus  was  normal  in  size  and  position, 
and  moveable. 
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The  abdomen  was  opened  on  February  22nd,  with  the 
expectation  of  finding  an  inflamed  ovarian  cyst.  A  thick- 
wailed  cyst  was  exposed,  adherent  to  abdominal  wall,  to 
omentum,  and  to  a  number  of  coils  of  small  intestine. 
Most  of  these  adhesions  were  old.  After  separating  a 
number  of  them,  the  cyst  was  tapped,  and  four  and  a  half 
pints  of  pea-soup-like  fluid,  without  odour,  were  removed. 
The  pedicle,  consisting  of  broad  ligament  and  Fallopian 
tube,  the  latter  much  thickened  by  chronic  inflammation, 
was  now  sought  foi%  tied,  and  divided.  Lastly,  the  cyst 
was  peeled  off  a  large,  smooth,  concave,  membranous  disc 
of  thickened  peritoneum,  on  which  it  rested,  and  to  the 
opposite  surface  of  which  Avere  adherent  a  number  of 
coils  of  intestine  and  some  omentum. 

The  right  ovary  was  enlarged  to  the  size  of  a  plover's 
egg,  was  cystic  and  adherent  to  the  left  broad  liga- 
ment. The  right  Fallopian  tube  was  healthy  but  adhe- 
rent.     These  were  not  removed. 

The  patient  was  making  an  excellent  recovery.  Dr, 
Fairbairn  would  now  exhibit  and  describe  the  cyst,  which 
presented  points  of  unusual  interest. 

Dr.  Fairbairn  said  that  the  si^ecimeu  consisted  of  a  cyst 
with  about  four  inches  of  Fallopian  tube  and  a  small  portion  of 
mesosalpinx.  The  cyst  had  contained  four  and  a  half  pints  of 
fluid,  and  in  the  collapsed  state  measured  7x6^  inches.  The 
tube  was  acutely  inflamed,  its  mucous  membrane  being  swollen 
and  cedematous,  and  its  lumen  filled  with  bi-oken-down  epithelial 
debris ;  its  walls  were  hard  and  much  thickened.  The  outer  surface 
of  the  cyst  was  covered  with  peritoneum  showing  beneath  a  white 
fibrous  sheath.  The  inner  wall  of  the  cyst  was  covered  with  a 
layer  of  inflammatory  lymph,  and  below  this  was  a  red  velvety 
surface  suggesting  granulation  tissue.  The  tube  opened  directly 
into  the  cyst  by  an  aperture  large  enough  to  admit  the  tip  of 
the  little  finger,  the  lining  of  the  tube  becoming  directly  con- 
tinuous with  the  lining  of  the  interior  of  the  cyst.  Eound  the 
opening  of  the  tube  were  a  few  tags  of  mucous  membrane, 
which  might  represent  the  remains  of  the  fimbriae  or  of  the 
plicse  of  the  tubal  mucosa.  The  fluid  which  was  removed  from 
tlie  cyst  was  greenish  in  colour  and  viscid.  On  standing  it 
separated  into  an  upper  fluid  layer,  and  a  lower  layer  containing 
shreds  of  lymph  and  showing  microscopically  many  pus  cells. 
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Oil  microscopic  examination  of  the  cyst-wall  the  iuuer  part  was 
seen  to  be  composed  of  fibrin  coutaiuing  a  few  cells,  next  layers 
of  fibrin  contaiuiug  many  cells  and  some  blood-corpuscles,  aud 
externally  layers  of  very  cellular  but  well -formed  fibrous  tissue. 
No  evidence  of  involuntary  muscular  fibre  could  be  seen.  The 
interest  of  tlie  specimen  lay  in  the  difiiculty  in  deciding  whether 
it  was  a  case  of  tubo-ovariau  cyst  or  a  large  pyosalpinx.  The 
continuity  of  the  lining  of  the  tube  with  that  of  the  cyst  rather 
suggested  the  latter  view,  but,  on  the  other  haud,  the  lai*ge  size 
of  the  cyst,  its  well-marked  fibrous  wall — which  microscopically 
showed  no  muscular  tissue — aud  the  absence  of  the  ovary  were 
against  it.  Further,  the  fact  that  the  peritoneal  coat  could  be 
easily  stripped  off  the  cyst-wall  was  in  favour  of  its  being  an 
ovarian  cyst  growing  betweeu  the  layers  of  the  broad  ligament, 
for  had  tbe  wall  been  formed  from  a  distended  tube  the  various 
layers  would  have  been  too  much  matted  together  to  allow  of 
this  separation. 

The  specimen  was  referred  to  a  sub-committee  of  Mr. 
Targettj  Dr.  Fairbairn,  and  Dr.  Eobinsou,  for  further 
examination  and  report. 


FCETUS  WITH  ANASARCA  AND  LARGE 
PLACENTA. 

Shown  by  Dr.  Boxall. 
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THE    ANATOMY    AND    NATURE    OF    TWO 
ACARDIAC    ACEPHALIC    FCETUSES. 

(See  Plates  VIII,  IX,  X,  and  XI.^) 
By  Arthur  Keith,  M.D.,  F.R.C.S., 

JOINT    LECTUKER   IN    AXATOJIT,   LONDON    UOSPITAL   MEDICAL    COLLEGE. 

(1)  The  nature  of  the  foetuses. — Although  uo  records  ai"e 
to  be  found  of  foetuses  exactly  identical  with  those  de- 
scribed here,  they  belong-  to  a  well-known  class,  of  which 
Ballantyne  has  collected  all  that  is  known  up  to  the  pre- 
sent date  {'  Diseases  and  Deformities  of  the  Foetus,'  vol.  i, 
p.  165,  1892).  Interest  in  them  is  enhanced  by  the  fact 
that  they  show  lesions  similar  to  those  produced  by 
hatching  chicks  under  abnormal  conditions  of  tempei'a- 
ture  and  position  (Dareste,  '  Recherclies  sur  la  production 
artificielle  des  monstruosites,'  2nd  edition,  1892).  One 
of  the  specimens  (see  Plate  VIII),  the  larger,  is  that  of  a 
full-time  foetus,  for  the  centres  are  present  in  the  lower 
ends  of  the  femora.  For  the  opportunity  of  dissect- 
ing this  specimen  I  am  indebted  to  Dr.  Lewers.  The 
other  specimen  is  much  younger,  and  corresponds  in  size 
and  development  to  a  fifth  month  normal  foetus  (Plate 
IX).      Both  were  females. 

These  acardiac  foetuses,  perhaps  better  known  as 
allantoidal  parasites,  belong,  as  is  well  recognised,  to 
the  series  of  double  monsters.  Between  a  very  partial 
anterior  or  posterior  dichotomy  of  the  blastoderm  and  a 
complete  division  to  form  fully-developed  twins  every  stage 
is  known,  and  these  parasitic  foetuses  belong  to  the  latter 
end  of  the  series,  the  division  being  complete,  except  the 

*  All  the  Plates,  except  Plate  IX  and  the  description,  except  when  men- 
tioned otherwise,  refer  to  the  larger  specimen. 
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posterior  end  of  the  blastoderm^  which  afterwards  helps 
to  form  the  allantois.  The  placenta  remains  in  common, 
and  the  parasite  draws  its  blood-supply  directly  from  the 
placental  circulation  of  the  host  twin.  The  parasite  is 
reared  and  nourished  as  a  bud  on  the  placental  circula- 
tion of  the  host.  Its  circulation  is  reversed  ;  the  impure 
blood  from  an  umbilical  artery  of  the  host  enters  the 
parasite  by  a  single  umbilical  or  hypogastric  artery,  and 
is  returned  to  the  circulation  of  the  host  by  a  single 
umbilical  vein.  The  circulation  in  the  parasite  is  de- 
pendent on  the  heart  of  the  host.  There  is  here  the 
experiment  made  of  rearing  a  human  being  as  a  bud 
(Plate  XI). 

The  outstanding  lesions  in  a  parasitic  foetus  are  those 
of  impei'fect,  arrested,  and  abnormal  segmentation,  and 
these  lesions  may  be  due  in  some  degree  to  the  abnormal 
circulation.  But  from  experimental  work  we  know  that 
pathological  processes  antedate  the  appearance  of  an  active 
circulation.  The  formation  of  blood  islands  and  the 
fusion  of  these  into  blood-vessels,  and  the  incursion  of 
these  vessels  to  form  the  leading  blood-stems  of  the  body 
are  vitiated.  We  know,  too,  that  unequal  division  of 
segmenting  frog  ova  made  artificially  leads  to  formations 
similar  to  parasitic  foetus.  I  therefore  regard  a  parasitic 
foetus  as  the  product  of  the  lesser  and  imperfect  part  of 
a  twin  blastoderm.  The  origin  of  the  condition  is  to  be 
sought  in  the  very  earliest  stages  of  segmentation  of  the 
ovum.  Inquiry  into  the  condition  of  the  mother  during 
the  weeks  following  conception  might  throw  some  light 
on  the  cause. 

Besides  the  similarity  in  the  nature  of  their  circulation, 
another  character  in  which  both  specimens  agreed  was  in 
the  condition  of  the  connective  tissue  of  the  body.  In 
both  it  was  thickly  infiltrated  with  mucoid  jelly-looking 
material,  and  greatly  hypertrophied  in  amount.  In  both 
the  thyroid  gland  was  absent.  The  veins  and  arteries 
were  equally  thickly  coated.  Leucocytes  were  extremely 
abundant  in  theconnective  tissue  and  in  the  blood-vessels — 


DESCRIPTION  OF  PLATE  VIII, 

Illustrating    Mr.    A.   Keith's  ])a]K>r    on  the  Anatomy  and 
Nature  of  two  Acardiac  Acephalic  Foetuses. 

The    larger  fcclus  with   the  skin   and  sulicntanonus   tissue  ilissccted 
away  on  the  right  side  to  sliow  the  cerebral  and  osseous  systems. 


Plate  VIII. 
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almost  equal  in  number,  or  even  the  leucocytes  predomi- 
nated. Open,  loose  forms  of  adenoid  tissue  occurred 
abundantly  throughout  the  tissues  of  the  larger  foetus  ; 
and  in  the  smaller,  lymphatic  glauds  were  abundant  and 
in  normal  positions. 

The  type  of  segmentation,  the  extent  to  which  it  has 
been  perverted,  is  sharply  contrasted  in  the  two  specimens. 
In  the  smaller  foetus  (Plate  IX)  the  appearance  suggests 
that  the  cell  or  cells  of  the  blastoderm  that  go  to  the 
formation  of  the  anterior  half  of  the  trunk  were  blasted, 
and  arrested  in  development  in  the  blastodermic  stage. 
The  body  begins  with  the  first  dorsal  segment ;  all  the 
segments  in  front  of  that,  cervical  and  cephalic,  have 
never  been  formed,  and  hence  the  absence  of  the  foregut 
and  all  its  derivatives,  of  the  brain,  heart,  head,  and 
teeth.  Three  little  processes,  shown  in  Plate  IX,  surround 
a  depression,  probably  the  stoiiiodaeum,  and  may  represent 
the  fronto-nasal,  maxillary,  and  mandibular  processes.  A 
small  fragmentary  mass  of  fibrous  tissue  containing  bone 
may  represent  the  basis  of  the  skull.  The  arm-buds 
show  three  segments  representing  the  hand,  forearm,  and 
arm,  but  are  short,  imperfect,  and  unshapen.  The  pos- 
terior half  of  the  trunk,  from  the  first  dorsal  seguient 
onwards,  is  perfectly  developed,  each  segment  producing 
its  neurons  and  viscei-al  parts  perfectly  ;  the  only  point 
to  be  observed  as  abnormal  is  the  condition  of  marked 
inversion  of  the  feet.  In  the  bigger  foetus  segmentation 
has  been  arrested  at  both  extremities  of  the  body;  there 
is  a  marked  condition  of  hydrocephalus;  vertebra)  are 
imperfect]}'  separated  from  each  other  ;  so  are  the  ribs  ; 
the  arms  are  rudimentary ;  the  buds  of  the  hinder 
extremities,  owing  to  the  arrest  of  the  segmentation 
posteriorly,  are  left  in  contact,  and  a  symelian  extremity 
is  produced. 

(2)  External  cq^j^earance. — Both  foetuses  present  the 
appearance  of  inflated  commas.  The  larger  measured 
40  cm.  from  end  to  end,  and  17  cm.  from  back  to  front. 
After   having    been    in    spirit    for   some    time   it   weighed 
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1600  grammes.      The  small   specimen  measured  half  the 
dimensions,  and  a  quarter  of  the  weight  of  the  larger. 

The  larger  fcetus  on  its  right  side  presents  no  opening 
or  structure  whatsoever,  but  on  the  dorsal  margin^  where 
the  body  meets  the  conjoined  lower  extremities,  there  is 
a  depression  which  may  represent  the  anal  pit  or  blasto- 
pore, and  at  the  bottom  of  which  terminal  fibres  from  the 
spinal  cord  and  its  sheath  end.  On  looking  at  the  left 
aspect  of  the  foetus  a  number  of  features  are  to  be  noted. 
Near  the  centre  of  the  cephalic  end  of  this  aspect  is  a 
wide  pit,  bounded  dorsally  by  the  two  eyeballs,  which  lie 
side  by  side,  ventrally  by  imperfectly  developed  lips  and 
gums  that  contain  the  well-developed  crowns  of  all  the 
milk-teeth  and  the  germ  of  the  first  permanent  molars. 
Broadly  speaking,  the  skull  in  front  of  the  coronal  suture 
is  almost  undeveloped;  the  fronto-nasal  and  maxillary 
processes  have  been  arrested  in  development,  and  hence 
nearly  all  the  bones  of  the  face  are  absent.  The  man- 
dibular arch  is  well  formed  and  complete.  The  buccal 
cavity  ends  blindly  behind  in  a  narrow  recess  containing 
a  small  conical  tongue,  covered  with  filiform  papilla;, 
and  evidently  representing  the  tuberculum  impar  only, 
the  V-shaped  fissure  containing  the  foramen  CEecnm  being 
situated  at  its  base.  This  cavity,  which  represents  the 
primitive  buccal  cavity  and  part  of  the  pharynx,  termi- 
nates blindly  at  a  piece  of  cartilage  evidently  represent- 
ing the  hyoid  bone.  The  oesophagus,  or  more  correctly 
speaking,  the  foregut,  begins  bliudl}'  at  the  hyoid. 
Above  the  eyes  is  seen  the  representative  of  an  eyelid, 
and  at  the  left  extremity  of  the  buccal  cavity  a  fold  of 
skin,  in  the  position  of,  and  evidently  representing,  the 
external  ear.  There  is  no  such  process  on  the  right  side, 
and  neither  on  the  one  side  nor  on  the  other  is  there  any 
trace  of  an  auditory  meatus,  nor  an  internal  ear.  Behind 
the  mouth,  and  overlapping  the  umbilical  cord  as  it  escapes 
from  the  abdomen,  is  a  great  flabby  fold  or  process  of  skin, 
which  may  represent  an  arm-bud,  for  the  vertebral  end  of 
the  scapula  terminates  in  its  posterior  dorsal  portion,  but 
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the  anterior  part  is  attached  to  the  mandibular  arch.  It 
contains  no  definite  structure ;  I  failed  to  discover 
nerves  entering*  it  ;  it  contains  merely  an  amorphous 
mass  of  soft  fibrous  tissue.  It  is  the  extensor  aspect  of 
its  symelian  extremity  that  is  seen  in  viewing  the  left 
side  of  the  foetus. 

It  will  be  observed  that  the  fcetus  is  asymmetrical. 
The  right  side  of  the  cephalic  extremity  especiall}^  has 
become  so  enlarged  that  it  has  thrust  the  face,  the  mouth, 
and  the  umbilicus  almost  to  the  centre  of  the  left  side. 
This  asymmetry  is  mainly  due,  as  may  be  seen  in  Plate 
VIII,  to  the  cephalic  part  of  the  neural  canal  having 
become  distended  and  burst  through  the  skull  wall.  It 
protrudes  as  a  great  hernia  on  the  right  side,  and  has 
thrust  the  skull,  tongue,  and  thoracic  organs  to  the  left 
side.  The  skull  rests  like  a  small  cap  on  the  left  side  of 
the  great  cerebral  vesicle.  The  shoulder  girdle  of  the  right 
side  lies  on  the  dura  mater  over  the  dilated  brain  vesicle. 

3.  The  circulatory  system. — Although  nothing  is  known 
of  the  placenta  of  these  foetuses,  yet  there  can  be  little 
doubt,  reasoning  from  the  arrangement  found  in  similar 
specimens,  that  the  relation  of  the  circulatory  system  of 
the  "  allautoidal  parasite  "  to  the  host  fcetus  was  some- 
thing essentially  like  the  arrangement  sketched  in  the 
lower  right  corner  of  Plate  XI.  The  form  of  the  heart  and 
the  arrangement  of  blood-vessels  are  incompatible  with  an 
independent  circulation  in  the  parasite.  There  are  cer- 
tain very  remarkable  and  abnormal  features  in  its  circu- 
latory apparatus.  In  the  first  place,  it  is  nourished  on 
impure  venous  blood  ;  the  placenta,  the  parasite,  and  the 
hind-quarters  of  the  "  host  "  foetus  are  supplied  with  the 
same  quality  of  blood.  In  the  second  place,  the  circula- 
tion in  part  is  reversed  ;  the  blood  enters  the  bod}'  .by 
a  single  umbilical  artery,  and  leaves  it  by  a  single 
umbilical  vein.  The  umbilical  artery  on  entering  the  ab- 
dominal cavity  gives  off  three  branches  (Plate  XI),  which 
supply  the  alimentary  canal  and  septum  trausversum 
"(diaphragm),   and   then   ends   in    a    median  dorsal  vessel 
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(aorta)  opposite  the  seventeenth  segment  (tenth  dorsal). 
At  the  point  of  entrance  into  the  aorta  the  blood-current 
divides  in  two,  one  current  passiug  backwards  in  a  normal 
direction  into  the  femoral  vessels,  the  other  passing  for- 
ward in  the  aorta  towards  the  cephalic  extremity  of  the 
foetus.  The  aorta  gives  off  segmental  vessels,  and  ends 
opposite  the  fifth  segment  (fifth  cervical)  by  giving  off  a 
vessel  clearly  representing  the  vertebral,  and  two  others, 
which  probably  represent  the  right  and  left  carotid  arteries, 
the  right  being  the  larger,  and  dividing  into  an  external 
and  internal  branch.  The  aorta  has  no  direct  connection 
with  the  heart.  All  the  structures  developed  from  the 
second,  third,  and  fourth  arches  are  either  absent  or  present 
in  the  most  incomplete  form  ;  probably  the  arteries  of 
those  arches  were  never  formed,  or,  if  they  were,  disap- 
peared subsequently  ;  at  any  rate  the  heart  showed  no 
trace  of  an  aorta,  nor  could  it  pump  blood  into  the  arteries. 
The  arterial  system,  from  a  physiological  point  of  view, 
may  be  regarded  as  part  of  the  host  fcetus. 

One  peculiar  character  is  the  presence  of  a  single  um- 
bilical artery,  giving  off  mesenteric  branches.  The  ex- 
planation of  this  feature  probably  lies  in  the  segmentation 
being  arrested  at  the  twentieth  vertebra  (first  lumbar), 
and  hence  the  hypogastric  arteries  (in  this  case  conjoined) 
would  arise  before  the  mesenteric  arteries  are  given  off, 
that  is,  supposing  the  hypogastric  arteries  to  represent 
the  continuation  of  the  aorta  backwards,  a  theory  now 
commonly  accepted.  It  is  possible,  however,  that  the 
umbilical  artery  may  represent  in  part,  at  any  rate,  the 
omphalo-meseraic.  In  the  smaller  foetus  it  is  the  left 
hypogastric  artery  that  is  present,  and  the  mesenteric 
arteries  arise  from  the  dorsal  aorta.  The  heart  is  rela- 
tively a  very  small  three-chambered  organ.  Its  position 
is  shown  in  Plate  YIII,  lying  under  the  brain  capsule, 
close  to  the  hyoid  bone,  thus  retaining  a  very  early  em- 
bi-yonic  position.  The  auricular  cavity  (sinus  venosus  ?), 
lying  embedded  in  the  septum  transversum,  has  very  thin 
walls  and  no  valves    (Plate   XI).       The   ventricle   has   a 
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very  thick  wall,  a  minute  cavity  communicating  witli  the 
auricle  by  an  opening  2  mm.  in  diameter.  The  ven- 
tricle lies  within  a  serous  sac,  the  pericardium.  A  third 
chamber,  represented  actual  size  in  Plate  X,  but  exag- 
gerated in  Plate  XI,  is  obscure  in  its  nature.  It  is  filled 
with  a  meshwork  of  bands,  with  no  distinct  cavity,  aud 
communicates  with  the  auricle  by  an  opening  which  allows 
an  ordinary  pin  to  be  passed  through  it,  and  with  the 
ventricle  by  a  foramen  still  smaller,  and  which  may  have 
been  produced  artificially,  as  its  lumen  is  not  distinct.  A 
vessel  leaves  this  chamber  and  becomes  larger  as  it 
passes  backwards  to  the  base  occipital  region,  where  it 
ends.  The  small  chamber  may  represent  the  bulbus 
arteriosus,  and  this  vessel  the  primitive  ventral  aorta,  but 
no  communication  could  be  traced  between  it  and  the 
carotid  or  vertebral  branches  of  the  dorsal  aorta.  With 
this  doubtful  exception,  the  heai't  is  wholly  a  venous 
structure,  and  has  no  connection  with  the  arterial  system, 
and,  as  far  as  it  was  functional,  could  only  have  as- 
sisted in  forcing  the  blood  along  the  veins  to  the  placenta. 
The  heart  in  this  case  serves  the  placenta,  and  not  the 
foetus.  In  the  smaller  foetus  the  heart  and  cephalic 
arteries  were  absent. 

It  is  not  an  easy  matter  to  identify  the  trunks  of  the 
venous  system  (Plate  XI).  In  the  diaphragm  (septum 
transversum)  three  great  veins  meet  to  form  the  umbilical 
vein.  The  posterior  one  represents  the  right,  or  perhaps 
both  posterior  cardinal  veins,  for  it  receives  the  vertebral 
branches  of  both  riglit  and  left  cardinals.  The  anterior  one 
may  represent  both,  but  more  probably  the  right  jugular, 
and  the  trunk  running  from  the  auricle  to  the  junction  of 
the  cardinal  and  jugular  probably  represents  the  duct  of 
Cuvier  of  the  right  side.  The  vein  which  joins  the  duct  of 
Cuvier  in  the  neighbourhood  of  the  heart  comes  mostly 
from  the  right  aspect  of  the  head  over  the  forebrain,  and 
may  represent  an  external  jugular  vein.  The  vein  from  the 
alimentai'y  canal  joined  the  duct  of  Cuvier  in  the  dia- 
phragm. 
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The  outstanding  features  of  the  circulation  then,  are 
these  : 

(1)  The  heart,  if  functional  at  all,  drives  the  blood 
along  the  veins  into  the  placenta. 

(2)  It  has  lost,  or  never  had,  a  connection  with  the 
dorsal  aorta,  through  absence  or  obliteration  of  the  arteries 
of  the  visceral  arches. 

(3)  The  main  arterial  and  venous  trunks  seem  all  to 
belong  to  the  right  side,  those  of  the  left  being  absent. 

In  the  smaller  foetus  the  umbilical  vein  is  the  left,  and 
its  nature  is  quite  obscure.  It  ends  in  the  left  cardinal 
vein.  It  runs  outside  the  peritoneum  and  probably 
represents  the  left  umbilical  vein. 

4.  The  umhilical  cord.  —  Its  length  is  not  known. 
Microscopical  sections  show  only  one  artery  and  one  vein  j 
there  is  no  trace  of  another  vessel,  or  of  the  cavity  of  the 
allantois.  The  tunica  intima  of  the  artery  is  enormously 
hypertrophied,  and  the  lumen  almost  obliterated.  Its 
muscular  coat  is  extremely  thick,  the  longitudinal  fibres 
being  especially  marked.  The  occlusion  of  the  artery  is 
probable  that  which  normally  occurs.  The  wall  of  the  vein 
is  also  thick,  and  the  clot  that  occupies  its  lumen  shows  a 
considerable  proportion  of  leucocytes,  probably  one  to 
every  fifty  red  blood-corpuscles  ;  the  substance  of  the  cord 
and  its  epithelial  covering,  two  irregular  layers  of  cells, 
are  normal  in  appearance,  and  it  is  remarkable  that  the 
subcutaneous  tissue  all  over  the  body  shows  a  remark- 
able resemblance  to  Wharton's  jelly,  macroscopically  and 
microscopically. 

5.  Capillary  lymphatic  circulation. — The  dropsical  con- 
dition of  such  foetuses,  the  hypertrophied  and  mucoid 
subcutaneous  tissue,  the  large  cysts  that  occur  throughout 
this  tissue,  such  as  the  one  shown  in  Plate  VIII — and  in 
this  case  there  were  several  more,  all  on  the  right  side — 
the  dilatation  of  the  neural  canal  with  fluid,  are  commonly 
reo-arded  as  the  mechanical  results  of  an  imperfect  circu- 
latory apparatus.  Such  a  dropsy  occurs  in  foetuses  with 
a  perfect  circulatory  apparatus.      Smith  and  Birmingham 
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(' Journ.  Anat.  and  Phys./  vol.  xxiii)  in  a  case  they 
examined  found  no  evidence  of  a  lymphatic  system,  and 
ascribed  the  condition  to  this  defect.  In  the  small  foetus 
the  lymphatic  glands  were  well  developed.  It  is  improb- 
able that  the  condition  is  the  result  of  any  simple 
mechanical  cause ;  it  is  much  more  probably,  as  Dareste's 
research  would  lead  one  to  suppose,  that  there  is  from  the 
very  first  some  grave  lesion  in  the  normal  physiology  of 
the  cell.  The  presence  of  the  parasitic  foetus  itself  is 
part  of  the  disease.  The  condition  of  the  arterial  system 
of  this  foetus  is  in  conformity  with  Dareste's  observations 
in  the  chick.  There  is  a  disturbance  in  the  formation  of 
the  blood-islands  of  the  area  vasculosa ;  the  contents  of 
those  islands,  in  a  normal  development,  reach  the  embryo 
by  the  formation  of  a  vessel  which  grows  into  the  embryo 
to  form  the  aorta,  the  posterior  part  first,  the  anterior 
part,  which  joins  the  heart,  being  formed  later.  In  a 
dropsical  chick  this  formation  is  disturbed,  and  the  failure 
of  the  aorta  to  join  the  heart  in  this  foetus  may  be  the 
result  of  such  a  primitive  maldevelopment  of  the  blood- 
islands.  The  neural  canal  begins  to  dilate  as  soon  as  the 
neural  ridges  fold  to  form  it.  Too  little  is  known  of  the 
manner  of  secretion  and  absorption  of  the  cerebro-spinal 
fluid  within  the  neural  canal  to  hazard  an  opinion  as  to 
the  cause  of  the  hydrops,  but  its  early  appearance  is  dis- 
tinctly against  any  simple  mechanical  obstruction. 

The  extent  to  which  the  subcutaneous  tissue  has 
hypertrophied  and  become  distended,  and  its  cystic  for- 
mation may  be  seen  from  Plate  VIII.  Microscopic  sections 
of  this  tissue,  cut  in  paraffin  and  stained  with  carmine  and 
methyl  blue,  show  that  it  has  much  the  appearance  of  the 
substance  of  the  umbilical  cord.  There  are  numerous 
branching  connective-tissue  cells ;  fibres  are  present  evi- 
dently free  from  cells  ;  it  is  impossible  to  recognise  in 
section  the  larger  arteries  from  the  larger  veins  ;  both 
have  very  thick  walls,  the  tunica  adventitia  being 
markedly  hypertrophied.  It  is  doubtful  if  they  contain 
muscle-cells,  although   within  the   tunica  adventitia   and 
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outside  the  tuuica  intiina  there  is  a  layer  of  fusiform  nuclei 
such  as  occur  iu  uon-striated  muscle.  Small  rods  of  cells 
with  a  scarcely  recognisable  lumen  probably  represent 
arterioles.  At  several  points  these  small  vessels  break 
up  in  trabecular  tissue,  in  the  manner  usually  ascribed 
to  arterioles  in  the  spleen.  The  capillary  system  appears 
to  be  represented  by  the  dilated  irregular  spaces  of 
this  trabecular  tissue.  In  the  neighbourhood  of  blood- 
vessels there  are  numerous  leucocytes,  and  in  the 
neighbourhood  of  certain  round  spaces,  evidently  the 
beginnings  of  veins,  are  colonies  of  leucocytes  arranged 
in  compartments  that  radiate  round  the  centre  space. 
Leucocytes  are  being  formed.  Giant-cells  containing 
four  to  five  highly  stained  large  nuclei  may  be  seen,  and 
stages  between  these  broken-down  giant-cells,  and  free 
and  scattered  leucocytes.  Red  blood-corpuscles  are 
seen  only  in  the  larger  blood-vessels.  Here,  then, 
there  seems  to  be  a  very  primitive  arrangement  of 
tissue  ;  it  is  impossible  to  distinguish  microscopically  the 
capillary  spaces  from  the  lymph  spaces  ;  at  any  rate  they 
are  in  free  communication.  With  the  exception  of  threa 
or  four  quite  small  glands  in  the  mesentery,  nothing  of 
the  lymphatic  system  was  apparent  to  the  naked  eye. 
One  would  not  expect  the  ordinary  arrangement  of 
thoracic  ducts  in  such  a  fcetus,  and  if  one  were  present  it 
would  be  almost  impossible  to  detect  it  among  the  fibrous 
tissue  of  the  prevertebral  region.  No  lymphatic  duct  was 
seen,  but  it  may  easily  have  escaped  even  minute  search. 
But  lymphoid  tissue  was  abundant,  not  only  throughout 
the  subcutaneous  tissue,  but  numerous  follicles  occurred 
in  the  submucous  coat  of  the  intestine,  stomach,  and 
trachea.  Teased  preparations  of  the  bone-marrow  from 
the  lower  end  of  the  femur,  stained  in  logwood,  showed 
the  Haversian  space  crowded  with  rounded  cells  with 
large  round  deeply  stained  nuclei.  Amongst  these  cells, 
but  much  less  numerous,  were  rounded  unstained  cells 
containing  hasmoglobin.  The  fusiform  bone  corpuscles, 
■with  oval   nuclei,  could  be    seen  within   the   spicules  of 
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bone,  and  a  layei'  of  similar  but  irregular  corpuscles 
were  ranged  round  the  walls  of  the  Haversian  spaces. 
There  was  no  trace  of  the  spleen,  thymus,  thyroid,  or 
tonsil.  There  was  much  evidence  that  leucocytes  were 
being  produced  abundantly.  It  is  also  of  interest  to  note, 
in  connection  with  the  hgemopoietic  functions  of  this 
foetus,  that  the  liver  was  not  formed,  and  the  kidney 
very  small. 

6.  Signs  of  arrested  and  abnormal  segmentation. — 
Segmentation,  a  process  that  appears  so  early  in  the  life 
of  the  blastoderm,  had  been  interrupted  and  taken  place 
irregularly.  Evidence  of  that  is  seen  in  the  imperfectly 
separated  laminae  of  the  fourth  and  fifth  cervical  vertebrae 
(Plate  VIII).  Again,  it  is  seen  in  the  third  and  fourth  and 
the  fifth,  sixth,  and  seventh  dorsal  vertebrae.  It  is  also 
seen  in  the  imperfect  cleavage  of  the  seventh  and  eighth 
ribs.  Segmentation  posteriorly  has  been  arrested  at  the 
twelfth  dorsal  vertebra,  the  saci*al  cartilage  lying  over 
the  united  pelvic  bones  being  wedge-shaped,  and  unseg- 
mented.  The  vertebras  corresponding  to  the  lumbar, 
sacral,  and  coccygeal  regions  are  undifferentiated,  and  it 
is  from  the  sides  of  this  part  of  the  body  that  the  leg 
buds  spring.  The  limb  buds  when  they  appear  are  not 
separated  but  in  continuity,  and  hence  the  symelian 
extremity.  It  has  been  already  seen  that  development 
was  arrested  at  the  cephalic  extremity  of  the  foetus,  the 
frontal  bones  being  small,  the  bones  formed  in  the  fronto- 
nasal and  maxillary  processes  being  absent.  The 
structures  derived  from  all  the  visceral  arches,  with  the 
exception  of  those  derived  from  the  mandibular,  are  only 
partially  developed  or  absent. 

7.  The  resfiratory  and  alimentary  tracts  and  derivatives 
(see  Plate  X), — The  buccal  cavity  has  been  described  with 
the  external  configuration.  It  ends  in  a  blind  recess, 
thrust  over  to  the  left  side,  and  in  this  recess  lies  a  papilla 
representing  the  tongue.  There  is  no  trace  of  the  palate, 
nor  upper  teeth,  but  in  the  lower  gum  lie  the  dental  sacs 
of  all  the  milk   teeth,   the  crowns   of  the  incisors   being 
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completely  formed.  The  enamel  germs  of  the  permanent 
teeth  are  also  present.  On  the  floor  of  the  mouth,  between 
the  gum  in  front  and  the  small  tongue  behind,  was  a 
median  fold,  the  fraenum  linguaj,  and  on  each  side  a  fold, 
in  the  substance  of  which  were  five  little  buds  of  the  size 
of  millet  seeds,  lying  closely  one  behind  the  other,  evi- 
denth"  the  "  Anlagen  "  of  the  sublingual  and  submaxillary 
salivary  glands.  Nothing  of  the  parotid  gland  was  seen. 
The  tongue  is  fixed  on  an  irregular  piece  of  cartilage, 
seen  in  the  anterior  end  of  the  foregut  in  Plate  X,  repre- 
senting the  hyoid  bone.  It  was  joined  on  the  left  side 
by  a  cartilaginous  stylo-hyoid  ligament.  Muscles  passed 
between  the  hyoid  and  mandible  (mylo-hyoid  and  genio- 
hyoid) and  were  pulled  out  into  long  bands  over  the 
greatly  distended  cephalic  vesicle.  The  genio-glossus 
is  small  but  developed.  When  a  microscopic  examina- 
tion was  made  of  the  foregut  it  was  seen  to  have  the  struc- 
ture of  ti*achea  and  not  oesophagus.  There  is  a  con- 
nective-tissue coat ;  well-developed  cartilages  forming 
two  thirds  of  a  circle  ;  greatly  developed  submucous  coat 
with  large  mucous  glands  opening  into  the  trachea  by 
widely  dilated  mouths.  They  also  seemed  to  suffer  from 
hydrops.  The  cilia  of  the  lining  epithelium  are  very 
evident.  There  is  no  tx-ace  seen  of  an  oesophagus  in  such 
a  section.  On  Avhat  appears  to  be  the  dorsal  aspect  of 
the  foregut,  but  which,  owing  to  the  asymmetry  of  the 
foetus,  is  in  reality  the  ventral,  there  is  a  diverticulum 
ending  in  a  solid  string,  which  branches  irregularly,  and 
is  lost  in  the  connective  tissue  lying  above  the  diaphragm 
and  inside  a  curve  of  the  jugular  vein.  I  identify  this  as 
tlie  ''  Anlage  "  of  the  lung,  but  a  microscopic  examination 
of  the  tissue  in  which  the  process  ends  shows  only  irregular 
spaces,  many  of  them  venous  or  lymphatic,  and  none  of 
them  with  a  characteristic  epithelial  lining.  There  is  no 
pleural  cavity.  Between  the  basis  cranii  and  the  peri- 
toneal cavity  there  is  a  considerable  septum  of  connective 
tissue  ;  the  part  bounding  the  peritoneal  cavity  contains 
muscle  and  the  auricle   of  the  heart,  and  represents  the 
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diaphragm.  The  looser  tissue  in  which  the  lung  bud 
ends  is  the  "  Anlage  "  of  the  mesoblastic  tissue  of  the 
lung  and  connective  tissue  of  the  neck  and  thorax. 

As  the  foregut  passes  through  the  diaphragm  it  dilates. 
In  part  the  dilatation  is  probably  stomach,  but  in  part  of 
it  at  least,  villi  are  distinctly  present,  and  it  must  be 
regarded  as  belonging  to  the  duodenum.  In  the  dia- 
phragm, or  rather  just  as  it  enters  the  diaphragm,  there 
is  a  slight  fusiform  enlargement,  and  this  is  undoubtedly 
stomach.  If  that  is  so  the  stomach  is  entirely  developed 
within  the  septum  transversum,  and  pai-t  of  the  duo- 
denum too.  A  bud  oi  very  small  size  has  grown  into  the 
septum  fi"om  the  foregut  between  the  gastric  and  duodenal 
enlargements.  There  is  another  smaller  process  of  the 
alimentary  canal  aiusing  at  the  point  at  which  the  foregut 
leaves  the  diaphragm  to  enter  the  small  peritoneal  cavity. 
It  lies  in  the  substance  of  the  diaphragm,  and  may  repre- 
sent one  of  the  pancreatic  buds.  The  gut  is  bound  closely 
to  the  left  wall  of  the  small  peritoneal  cavity  by  a  short 
mesentery.  There  is  an  opening  in  the  peritoneal  cavity 
at  the  umbilicus,  through  which  the  umbilical  vessels 
escaped,  and  through  this  opening,  which  may  have  been 
caused  by  pulling  on  the  cord,  the  cavity  of  the  peri- 
toneum communicated  with  that  of  the  amnion.  There 
is  no  trace  in  the  peritoneum  of  any  diverticulum  which 
might  have  become  the  pleura.  The  gut  is  divided  into 
an  anterior  and  posterior  part,  having  evidently  been 
broken  across  at  a  very  early  stage,  as  the  ends  that 
ought  to  be  in  continuity  are  conical  and  closed.  There 
are  two  ca^cal  diverticula  at  the  proximal  end  of  the 
posterior  division  of  the  gut.  The  larger  of  these  has  a 
valvular  mouth,  and  represents  the  ileum  ;  the  smaller  is 
the  caecum.  Another  very  small  diverticulum  occurs  on 
the  posterior  portion  of  the  gut ;  it  has  probably  no 
morphological  significance.  The  gut  has  broken  across  or 
failed  to  develop  at  the  point  at  which  the  yolk-sac  Avas 
attached.  The  rupture  in  the  gut  may  be  due  to  the  ab- 
normal  development  of   the   intra-abdominal  part  of   tlie 
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umbilical  artery.  The  hind  gut  terminates  in  an  enlarged 
caecal  extremity,  covered  on  its  ventral  aspect  by  perito- 
neum ;  it  is  embedded  dorsally  in  connective  tissue  within 
the  cavity  of  the  pelvis,  but  it  has  no  continuity  with  any 
tissue  or  structure  in  its  neighbourhood ;  it  could  bo 
removed  from  its  natural  bed  with  great  ease.  It  termi- 
nated over  an  inch  from  the  anal  depression.  The  lining 
cells  of  the  great  gut  were  distended  with  mucus,  merely 
their  outlines  being  visible.  In  the  small  giit  the  villi 
were  present,  and  in  stomach,  small  intestine,  and  great 
intestine,  the  usual  tubular  glands  were  seen.  Solitary 
follicles  were  abundant,  and  there  were  a  few  lymphatic 
glands  in  the  mesentery.  In  the  smaller  foetus  the  gut 
began  blindly  ;  the  foregut  and  its  derivatives  were 
absent ;  there  was  no  liver,  no  pancreas,  no  spleen.  There 
were  two  caecal  processes,  one  probably  representing 
Meckel's  diverticulum.     The  rectum  was  normal. 

8.  Tlie  rjenito -urinary  system. — This  system  was  well 
and  normally  developed  in  the  smaller  foetus,  the  supra- 
renal bodies  being  very  large.  In  the  larger  foetus,  be- 
sides the  anal  depression  shown  in  Plate  YIII,  there  was  no 
evidence  of  external  genital  organs.  No  trace  of  bladder, 
urachus,  or  allantois  could  be  found  either  in  the  abdo- 
men or  in  the  umbilical  cord.  If  they  had  been  formed 
they  must  have  completely  disappeared.  The  kidney 
lay  in  front  of  the  twelfth  or  thirteenth  vertebrse  (fifth 
and  sixth  dorsal).  The  right  kidney  lay  to  the  outer 
side  of  the  ventral  aspect  of  the  posterior  cardinal  vein  ; 
the  left  kidney  on  the  left  wall  of  the  peritoneal  cavity 
at  some  distance  from  the  cardinal  vein.  The  renal 
arteries  were  derived  from  the  umbilical  ;  the  veins 
joined  the  posterior  cardinal.  The  left  kidney  is  the 
more  instructive  of  the  two.  The  short  ureter  is  seen  to 
join  a  duct  leaving  the  ovary  (the  Wolffian  duct),  the 
kidney  being  known  to  be  derived  embryologically  from 
the  Wolffian  duct,  and  hence  the  connection.  The  ureter 
and  its  pelvis  are  represented  on  the  right  side  by  a 
membranous  sac,  which  is  closed,  and  almost  equals  the 
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kidney  in  size,  into  the  centre  of  which  it  protrudes. 
A  section  through  the  right  kidney  shows  the  pelvis  in 
the  centre,  made  up  of  spindle-cells,  many  with  the 
rod-like  nuclei  of  non-striated  muscle ;  the  outer  coat, 
which  here  and  there  runs  into  the  substance  of  the 
kidney,  is  undoubtedly  muscular.  In  the  centre  of  the 
kidney,  surrounding  the  pelvis,  are  densely  packed 
tubules  of  various  sizes,  and  some  of  the  larger  can  be 
seen  perforating  the  pelvis.  The  outer  half  of  the  kidney 
is  composed  of  cortex,  the  greater  part  of  which  is  made 
up  of  glomeruli ;  the  tubules  are  but  slightly  convoluted  ; 
glomeruli  are  being  formed  under  the  capsule  ;  no  loops 
of   Henle  could  be  distinguished. 

The  hilum  of  the  supra-renal  body,  which  opened  on 
the  surface  turned  towards  the  kidney,  was  seen  on 
section  to  be  lined  with  large  cells,  many  of  them  appa- 
rently encapsulated,  grouped  in  alveoli,  each  alveolus 
being  surrounded  by  a  circular  sinus.  The  cells  in  the 
alveoli  stained  more  deeply  than  those  of  the  cortex, 
which  ran  in  irregular  rows  towards  the  surface,  except 
where  secondary  radiations  took  place  round  veins.  The 
central  alveolar  groups  evidently  represent  the  sympa- 
thetic "  Anlage.'^      The  renal  ganglion  was  very  large. 

The  genital  glands  lay  within  the  peritoneal  cavity 
suspended  by  a  mesentery,  and  showed  the  typical 
structure  of  foetal  ovaries.  The  ova  were  lai'ge,  many 
were  in  a  process  of  division  ;  others  were  being  encapsu- 
lated by  the  round-celled  and  fusiform-celled  stroma. 
The  ova  were  especially  large  and  closely  packed  towards 
the  hilus  or  attachment  of  the  mesovainum.  In  the  meso- 
varium  lay  many  Wolffian  tubules,  with  very  thick  walls 
made  up  of  fusiform  short  cells  and  lined  by  a  single 
layer  of  non-ciliated  epithelium.  A  hydatid  body,  belong- 
ing to  the  Wolffian  tubular  system,  projected  over  the 
caudal  pole  of  the  ovary.  The  Wolffian  duct  was  present 
in  it  proximal  part  only  ;  it  ended  and  became  lost  in  a 
slight  band  of  fibrous  tissue. 

9.   Boves  and  ligaments, — In  monsters  of  this  kind  the 
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liind  limbs  are  commonly  developed,  while  the  fore-limbs 
are  not  present  or  only  partially  developed.  That  is  so 
in  this  case,  and  the  limbs  of  the  left  side  are  less  well 
developed  than  those  of  the  right.  The  fore-limbs  are 
represented  only  by  the  shoulder-girdles  (Plate  YlII). 
The  supra-scapular  cartilage  is  large,  and  sends  a  process 
into  a  fibro-muscular  baud  repi-esenting  the  teres  major. 
The  infra-spiuous  part  of  the  scapula  is  well  developed  ; 
the  supra-spinous  part  is  absent  ;  the  spiue  is  present 
and  ends  in  an  acromion  process.  The  process  is  con- 
nected by  a  ligamentous  band  with  a  bone  which  may  be 
a  clavicle  or  primitive  form  of  coracoid  reaching  the 
sternum.  This  coracoid  is  bound  closely  to  the  proximal 
end  of  the  right  sternal  bar  by  fibrous  tissue,  while  at 
its  outer  end  it  is  in  cartilaginous  continuity  with  that 
part  of  the  scapula  representing  the  glenoid  cavity.  This 
bone  undoubtedly  occupies  the  same  position  as  the  meta- 
coracoid  of  the  ornithorhynchus.  But  it  must  not  be  for- 
gotten that  the  shoulder-girdle  has  been  raised  by,  and 
stretched  out  upon,  the  greatly  distended  brain  capsule, 
and  this  distension  may  not  only  have  altered  the  shapes  of 
the  bones  but  altered  their  primitive  relationships.  The 
prolonged  end  of  the  scapular  spine  may  represent  the 
clavicle.  There  is,  however,  a  small  noduie  of  cai'tilage 
lying  below  the  position  of  the  glenoid  cavity,  and  con- 
nected by  ligamentous  bands  with  the  surrounding  bones, 
one  of  which  may  be  the  costo-coracoid  ligament.  This 
cartilaginous  nodule  may  represent  the  coracoid  or  hu- 
merus. It  was  surrounded  by  a  loose  mass  of  friable 
connective  tissue  in  which  some  vessels  and  nerves 
ended. 

In  the  shoulder-girdle  of  the  left  side  there  is  a  large 
dorsal  piece  of  cartilage,  the  supra-scapular.  It  has  in 
its  ventral  part  a  round  plate  of  bone  developing  in  it, 
and  this  plate  of  bone  is  in  continuity  with — although  a  lino 
of  union  is  quite  visible — an  oblong  plate  of  bone  developed 
in  membrane.  Its  lower  (ventral)  end  is  suspended  in 
fibro-muscular  bauds  representing    the  pectoralis    major. 
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steruo-mastoid,  and  steruo-hyoid  muscles.  The  proximal 
end  of  the  sternum  is  not  developed. 

The  pelvic  girdle  has  fused  into  a  solid  piece^  under 
the  truncated  sacral-like  termination  of  the  vertebral 
column.  The  part  belouging  to  the  right  side  is  double 
the  size  of  that  belonging  to  the  left.  The  limbs  have 
united  so  that  the  extensor  surfaces  form  a  combined 
dorsal  surface,  great  trochanter  of  femur  lying  against 
great  trochanter,  and  external  condyle  against  external 
condyle.  The  two  ossa  innominata  have  fused  together; 
the  gluteal  surfaces  form  the  dorsal  aspect ;  the  ischia  are 
united ;  the  cartilaginous  pubic  rami  form  one  mass.  A 
foramen,  representing  the  combined  great  sacro-sciatic 
foramina,  allows  two  great  sciatic  nerves  to  escape  together 
from  the  pelvis. 

Fibula  is  turned  towards  fibula.  In  the  right  leg  the 
tibia  is  much  larger  than  the  fibula,  and  enters  alone  into 
the  formation  of  the  knee-joint,  which  is  furnished  with  a 
normal  ligamentous  apparatus.  But  the  left  tibia  and 
fibula  are  of  equal  size  and  enter  equally  into  the  formation 
of  the  knee-joint,  a  plate  of  fibro-cartilage,  evidently  the 
''' Anlage  '^  of  the  semilunar  cartilages  separating  the  femur 
from  the  lower  two  bones.  The  feet  are  united  along  their 
fibular  (outer)  borders,  the  soles  forming  a  continuous 
plantar  surface.  It  is  difficult  to  separate  the  os  calcis 
of  one  side  from  that  of  the  other ;  they  are  closely 
bound  by  fibrous  tissue  (Plate  VIII).  The  os  calcis 
in  its  distal  part  has  undergone  division  or  dichotomy. 
The  left  is  undivided.  The  astragalus  is  present  on 
both  sides  and  shows  no  trace  of  division.  In  front 
of  the  astragalus  and  right  division  of  the  os  calcis 
of  the  right  limb  ai-e  three  blocks  of  cartilage  repre- 
senting the  scaphoid  and  inner  two  cun-eiform,  which 
support  two  digits,  the  great  toe  and  the  second.  The 
great  toe  has  undergone  dichotomy.  The  other  di- 
vision of  the  right  os  calcis  carries  two  digits,  one  a 
great  toe,  the  other  a  second,  but  in  this  case  the  great 
toe  has  not  undergone  dichotomy.      The  left  foot  is  made 
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up  of  OS  calcis,  astragalus,  scaphoid,  internal  and  middle 
cuneiforms,  two  digits,  the  great  toe  dividing  as  sliown  in 
Plate  YIII.  The  right  leg,  although  only  one  tibia  and 
fibula  are  present,  carried  two  sets  of  extensor  muscles,  in 
agreement  with  the  divided  foot. 

The  vertebrae,  ribs,  and  sternum. — There  is  evidence  of 
nineteen  vertebrae,  the  nineteenth  being  a  composite 
sacral-looking  body,  witb  fused  nodules  of  bone  embedded 
in  its  cartilage.  The  tAvo  sides  are  not  symmetrical. 
For  instance,  on  the  right  side,  between  the  bodies  of 
the  second  and  third  vertebrae,  a  nodule  of  bone  is 
intercalated  with  a  corresponding  lamina  and  nerve, 
representing  a  vertebra  wanting  on  the  opposite  side. 
The  irregularities  in  the  complete  segmentation  of  the 
lamina)  of  one  side  do  not  show  an  exact  correspondence 
with  the  irregularities  of  the  opposite  side.  The  neural 
plates  of  the  atlas  are  connected  ventrally  by  a  carti- 
laginous mass  of  tissue,  in  which  is  situated,  adherent  to 
the  body  of  the  axis,  a  nodule  of  bone  representing  the 
body  of  the  atlas.  At  the  body  of  the  tenth  vertebra 
evidence  of  two  ossific  centres  for  each  body  appear  ;  at 
the  thirteenth  segment  the  centres  are  separated  by  a 
mesial  band  of  cartilage  which  passes  from  one  interver- 
tebral cartilage  to  another.  The  bodies  of  the  fourteenth 
and  fifteenth  vertebra  have  a  centre  on  each  side  and  one 
in  the  middle,  three  in  all  for  each  body.  The  sixteenth 
vertebra  is  present  only  on  the  right  side.  The  body  of 
the  17th  vertebra  has  only  one  centi'e,  the  eighteenth 
two,  and  the  nineteenth  shows  evidence  of  five  centres 
in  all,  one  central  and  four  lateral. 

The  fifth,  sixth,  and  seventh  vertebra)  carried  small 
spicular  ribs,  connected  by  cartilage  with  the  transverse 
processes.  The  transverse  processes  were  perforated  by 
tlie  vertebral  artery.  The  eighth  to  the  sixteenth  ver- 
tebra carried  ribs,  the  three  posterior  failing  to  reach  the 
sternum,  as  shown  in  Plate  VIII.  On  the  left  side  the  sixth 
and  seventh  vertebrae  carried  spicules,  representing  ribs  ; 
the    eighth    to    the    fifteenth    carried    larger,    although 
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irregularly  developed,  ribs.  On  the  left  side  there  was  no 
sternal  bar.  The  sternal  bars  were  unfnsed  in  the  smaller 
foetus. 

The  skull. — The  two  parietal  bones  and  supra-occipital 
are  readily  identified.  The  right  exoccipital  is  shown  in 
Plate  VIII,  but  no  bone  representing  the  left  exoccipital 
was  recognised,  unless  a  small  nodule  over  the  atlas  repre- 
sents it.  The  form  and  connections  of  the  inferior  mandi- 
ble are  remarkable.  The  two  halves  are  completely  united 
at  the  symphysis  by  bone.  Alveolar  borders  have  risen 
up  in  the  neighbourhood  of  the  symphysis  and  form  six 
dental  pits.  The  jaw  is  flattened  on  the  brain  capsule, 
its  symphysis  being  pulled  out  into  a  beak  by  a  wide 
band  of  fibres,  which  ends  in  the  subcutaneous  tissue. 
On  the  left  side  the  mandible  ends  in  a  flat  plate  of 
bone  overlying  a  reticulated  plate  of  bone  representing 
the  left  half  of  the  sphenoid.  This  mandibular  plate  is 
evidently  the  palato-quadrate  bone.  A  foramen  separates 
it  from  the  thicker  hoi'izontal  part  of  the  mandible, 
which  abuts  against  that  part  of  the  sphenoid  lying 
beneath  the  opening  for  the  eye.  A  nodule  of  bone 
situated  in  a  recess  beneath  and  behind  the  palato-quad- 
rate, and  continuous  through  fibrous  tissue  with  the 
mandible,  is  probably  the  malleus.  The  squamous  and 
petrous  parts  of  the  temporal  are  also  represented. 
On  the  right  side  the  proximal  end  of  the  mandible  ter- 
minates in  a  nodular  composite  plate,  corresponding  evi- 
dently to  the  elements  on  the  left  side.  The  sphenoid  is 
represented  by  a  complicated  reticulated  plate  of  bone 
on  each  side,  the  lateral  halves  being  connected  under 
the  jaw  by  a  fibro-cartilaginous  plate.  This  is  due  to 
the  fact  that  the  brain  capsule  has  broken  through  the 
skull  at  the  space  occupied  by  the  right  petrous  bone, 
thrusting  the  basi-occipital,  the  basi-sphenoid,  and  ali- 
sphenoid  of  the  left  side  away  from  the  ali-sphenoid  and 
squamous  pai-t  of  the  temporal  on  the  left.  The  body  of 
the  pre-sphenoid  has  been  stretched  into  a  flat  plate  of 
bone,  lying   in  fibro-cartilage,  under    the  optic    foramen. 
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A  tliin  fibrous  septum  separates  oue  optic  foramen  from 
the  other.  Immediately  over  this  septum  is  a  thin 
capsule  of  cartilage,  containing  the  two  olfactory  bulbs. 
Above  these,  again,  are  two  small  plates  of  cartilage,  one 
containing  a  nodule  of  bone  representing  the  frontal. 

The  nervous  system. — Unfortunately  the  central  nervous 
system  was  scarcely  in  a  state  for  microscopical  examina- 
tion, and  such  an  examination  would  have  been  very 
difficult,  for  there  was  great  distortion  in  its  cephalic 
part,  and  at  places  distension  had  been  so  great  that 
merely  the  fibrous  tissue  of  the  membranes  represented 
the  wall  of  the  cerebral  vesicle.  Both  olfactory  bulbs 
and  both  optic  vesicles  were  present,  lying  in  contact, 
but  each  had  its  own  stalk.  A  mass  of  epithelial  debris 
within  the  eyeball  was  probably  the  remains  of  the 
lens.  A  mass  of  fibrous  tissue  connected  the  buccal 
cavity  and  the  base  of  the  skull,  but  no  structure  was 
identified  as  pituitary  body.  Not  one  of  the  motor  cranial 
nerves  was  seen,  but  the  fifth  and  ninth  were  made 
out,  both  being  vei'y  small  and  irregular.  It  was  found 
impossible  to  trace  out  the  fifth  nerve  owing  to  the  com- 
plication of  structures  in  which  it  lay.  The  ninth  nerve 
ended  superficially  on  the  two  tubercles  representing  the 
basal  parts  of  the  tongue.  No  trace  of  auditory  nerve  or 
capsule  was  seen.  There  were  twenty  pairs  of  spinal 
nerves  (Plate  X).  The  posterior  root  ganglia  were  well 
developed,  so  were  the  ganglia  of  the  sympathetic 
system.  The  anterior  roots  were  very  small,  varying  from 
one  fourth  to  one  half  of  the  posterior  roots.  The  neural 
canal  in  the  spinal  cord  contracted  as  it  approached  the 
sacral  end  ;  in  the  cervical  region  it  measured  10  mm.  in 
diameter. 

The  nerves  of  the  right  side  attain  a  much  more 
extensive  development  than  on  the  left.  The  first  seven 
nerves  on  the  right  side  form  a  plexus.  From  the  loops 
between  nerves  i-ii-iii-iv  pass  off  three  trunks  to  end 
in  the  greatly  distended  scalp  of  the  right  side.  They 
represent  the  large  and  small  occipital  and  great  auricular. 
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On  the  left  side  nerves  i-v  united  into  a  single  small 
trunk  which  ended  as  the  great  occipital.  It  sent 
branches  towards^  bnt  not  quite  to,  the  area  of  skin 
surrounding  the  primitive  buccal  cavity.  The  phrenic 
nerve  arose  from  the  loop  between  i-ii.  A  large  trunk 
was  formed  by  v-vi-vn  and  passed  out  to  end  in  the 
muscles  and  connective  tissue  round  the  shoulder  girdle. 
Nerves  viii-xiv  are  intercostal  and  small.  The  roots 
of  the  middle  numbers  of  this  group  are  horizontal ; 
the  roots  of  the  upper  ascend,  the  roots  of  the  lower 
descend.  Nerve  xv  ends  as  the  external  cutaneous,  but 
also  sends  a  twig  to  xvj,  which  with  xvii,  xviii,  and  xix, 
form  the  anterior  crural  and  obturator  nerves. 

A  twig  from  xix  and  xx  ends  as  cutaneous  nerves  in  the 
region  of  the  anal  depression  ;  xviii  and  xix  send  also  a 
considerable  trunk  to  join  with  nerves  from  the  right  side 
to  form  the  sciatic  nerve  which  passes  through  the  single 
sacro-sciatic  foramen.  On  the  left  side  nerves  v  and  vi 
are  small  and  end  in  the  muscles  connected  with  the 
shoulder  ;  vii-xiii  are  intercostal ;  xiv  represents  in  dis- 
tribution the  last  dorsal  nerve ;  xv  and  xvi  are  large 
trunks,  and  end  as  the  anterior  crural  nerve  of  the  left 
side  ;  xvn  and  xviii  send  off  the  great  sciatic  nerve  and 
cutaneous  branches  to  the  skin  of  the  thigh  region;  xix 
is  small  and  terminates  in  the  skin  near  the  anal  pit. 

The  muscitlar  system. — Not  a  single  muscle  was  clearly 
differentiated  from  the  surrounding  connective  tissue. 
They  were  arranged  in  ill-defined  sheets  ;  at  some  points 
the  muscles  became  fused  and  inseparable  from  the  sub- 
cutaneous tissue  ;  deep  muscles  disappeared  in  parts  of 
their  course  in  bands  of  tissue  ;  all  the  trunk  muscles  were 
represented,  but  attempts  to  keep  accurate  records  of 
their  arrangements  were  given  np. 

The  President  couf^jratulated  Mr.  Keitb  on  his  excellent 
demonstration  of  a  difficult  teratological  subject.  He  himself 
had  prepared  a  communication  on  acardiac  monsters,  published 
in  the  Society's  '  Transactions '  for  1880  (vol.  xxxi),  based  on  a 
specimeu  sent  by  Mr.  Trestrail,  which  be  uow  believed  to  be 
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rather  an  "  acardiacus  acepLalus  monopus"  tliauau  "acardiacus 
mylacephalus."  It  consisted  of  one  complete  lower  exti-emity, 
the  fellow  being  rudimentary,  one  kidney,  a  piece  of  intestine, 
well-developed  external  female  organs,  and  the  os  sacrum.  In 
acardiac  twins  oedema  was  always  more  or  less  marked ;  Dr. 
Boxall's  specimen,  unlike  Mr.  Keith's  in  every  other  particular, 
was  highly  oedematous,  and  turned  our  attention  to  the  precise 
significance,  not  as  yet  determined,  of  foetal  oedema  under 
different  conditions.  In  acardiacs  it  was  clearly  due  to  the 
same  disturbances  in  the  fcetal  circulation  which  caused,  more 
or  less  directly,  the  monstrosity  itself.  In  cases  like  Dr. 
Boxall's  it  was  otherwise.  "Was  it  not  sometimes  due  to  con- 
stitutional disease  in  the  mother  ? 


121 


A  CASE  OF  EXTRA-UTERINE  GESTATION  IN 
AYHICH  FCETAL  DEATH  OCCURRED  AT  TERM 
AFTER  SPURIOUS  LABOUR,  AND  ABDOMINAL 
SECTION  WAS  PERFORMED  FOUR  TO  FIVE 
MONTHS  LATER. 

By  John  Phillips,  M.A.,  M.D.,  F.R.C.P., 

OBSTETRIC    PHYSICIAN,    KIXG'S    COLLEGE    HOSPITAL;     LECTUEEB   ON 

PKACTICAL   OBSTETUICS    IN    KING'S    COLLEGE  ;     EXAMINEE 

IN    MIDWIFERY,    EOrAL    COLLEGE    OF    PHYSICIANS. 

(Received  February  IGtIi,  1900.) 

(Abstract.) 

The  patient,  aged  31,  witli  three  children,  the  youngest  nine 
years  ago,  menstruated  last  normally  in  November,  1896  (the 
exact  date  being  uncertain).  About  a  month  later  she  was 
seized  with  severe  abdominal  pain,  and  was  ill  for  fourteen 
days.  Subsequently  all  the  symptoms  of  a  normal  pregnancy 
developed  ;  she  had,  however,  frequent  and  prolonged  attacks  of 
pelvic  and  abdominal  pain.  At  term  a  spurious  labour  occurred, 
and  subsequently  the  signs  of  pregnancy  became  less  marked 
and  the  abdomen  less  distended.  From  four  to  five  months 
afterwards  she  was  seized  with  much  paiu  and  fever  after  a 
rigor.  The  abdomen  was  opened,  and  a  full-term  dead  foetus 
removed  from  an  extra-uterine  sac.  The  placenta,  Avhich  was 
putrid,  was  removed  without  haemorrhage.  The  patient  made 
a  good  recovery,  and  is  now  in  good  health. 

The  patient,  Mrs.  C — ,  £et.  31,  has  three  children, 
all  alive,  the  youngest  born  nine  years  ago.  She  has 
always  been  a  strong,  healthy  woman,  and  has  never  had 
inflammation  of  the  bowels  or  complained  of  dysmenor- 
rhoea. 
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She  menstruated  regularly  up  to  and  during  Novem- 
ber, 1806 ;  she  cannot  remember  the  exact  dates  of  the 
appearance  and  cessation  of  the  flow;  it  was,  however, 
(she  is  sure)  a  natural  period  in  ever}'  way. 

On  December  14th,  1896,  the  patient  noticed  a  dis- 
charge of  blood  from  the  vagina  ;  this  was  followed  by 
an  attack  of  severe  abdominal  pain,  mostly  in  the  left 
side  ;  so  severe  was  it  that  she  could  not  move  for  some 
time  from  the  chair  on  which  she  was  sitting;  she  "was 
ill  for  fourteen  days  and  began  to  suffer  from  morning 
sickness. 

During  January,  1897,  there  was  no  further  hasmor- 
rhagic  loss,  nor  auy  more  abdominal  pain,  but  in  February 
the  abdominal  pain  recurred  and  was  almost  continuous; 
she  went  to  the  Soho  Hospital  for  Women  and  became 
an  in-patient,  remaining  there  for  ten  days.  After  con- 
sultation and  several  examinations  she  was  discharged, 
without  any  operative  treatment. 

On  March  17th,  1897,  a  hajniorrhagic  discharge,  like 
menstruation,  appeared  and  lasted  from  two  to  three 
days  ;  during  this  time  she  suffered  much  abdominal 
pain.  She  felt  movements,  and  tliought  she  had  quick- 
ened. About  this  period  she  applied  to  a  doctor  for 
advice,  as  her  legs  were  much  swollen  ;  she  was  told  she 
w.'is  pregnant  and  that  her  labour  should  take  place  in 
August. 

In  April  (the  exact  date  is  uncertain)  the  patient  had 
retention  of  urine  necessitating  the  passage  of  the 
catheter  ;  this  only  occurred  once,  but  for  the  remainder 
of  her  preguancy  she  had  difficulty  with  micturition  and 
could  only  pass  urine  with  very  much  straining.  The 
breasts  were  becoming  larger  and  the  abdomen  was 
noticed  to  be  increasing  in  size. 

No  further  symptom  arose  beyond  a  gradual  increase 
in  size  of  the  abdomen  ;  but  she  was  so  vevy  large  that 
her  friends  remarked  upon  it.  On  August  5th  there 
was  a  show  of  blood  and  mucus  and  labour  pains  began. 
Her   medical  man   and    two  others  who   were   called  into 
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consultation  by  liim,  could  find  no  cervix,  but  they 
waited  with  her  the  whole  night.  The  pains  gi'adually 
ceased,  the  breasts  became  full  of  milk,  and  a  lochial 
discharge  appeared  lasting  for  some  days.  After  that 
no  further  foetal  movements  were  felt,  the  breasts  be- 
came gradually  less  in  size  and  the  abdomen  smaller. 
She  was  in  great  abdominal  pain  for  a  month,  and 
remained  in  bed.  No  evidence  as  to  the  temperature 
could  be  obtained. 

In  October  the  patient  noticed  that  she  was  becoming 
smaller ;  the  pains  in  the  abdomen  continued  so  severe 
that  she  was  unable  to  leave  her  room,  and  stayed  in  bed 
most  of  the  time.  She  saw  three  doctors  at  different 
intervals,  and  various  opinions  were  expressed.  In 
November  the  pain  gradually  became  less  and  the  abdo- 
men still  smaller  ;  she  remained,  however,  in  her  room. 
Twice  she  saw  a  hgemorrhagic  discharge,  lasting  two  or 
three  days. 

During  the  first  three  weeks  of  December  she  seemed 
much  better  and  got  out  ;  on  the  29th,  however,  she  felt 
ill,  complained  of  headache  and  fever,  and  retched  several 
times ;  on  the  30th  she  was  found  in  great  pain,  the 
abdomen  was  very  tender  and  distended,  and  there  was 
constant  retching.  Blood  and  mucus  were  passed  by  the 
rectum,  the  pulse  becoming  smaller  and  more  rapid  and 
her  general  condition  more  grave. 

December  Slst,  1897,  1.15  p.w*. — Present  condition: 
Patient  was  lying  in  a  crouched-up  position  on  the  right 
side,  moaning  with  pain  ;  on  turning  her  into  the  dorsal 
decubitus,  the  knees  (especially  the  left)  are  persistently 
drawn  up  ;  the  face  is  drawn  and  pinched,  the  tongue 
brownish  and  dry;  pulse  148,  temp.  103°  Fahr. 

The  breasts  are  flabby,  and  show  no  signs  of  activity ; 
darkened  areolae. 

Per  hypogastrium. — The  abdomen  is  much  distended 
by  a  rounded  sw^elling,  reaching  three  fingers'  breadth 
above  the  navel,  the  swelling  being  more  marked 
towards  the  right  than  the  left. 
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It  is  composed  of  two  portions  : 

1.  A  central  hard,   rounded  swelling,  reaching  four 

fingers'  breadth  above  the  brim  of  the  pelvis, 
and  which  feels  like  an  enlarged  uterus ;  it 
distinctly  hardens  and  softens  at  intervals. 

2.  An    ill-defined    rounded     swelling    before    men- 

tioned ;  tympanitic  all  over,  but  giving  a  pecu- 
liar resistent  sensation  on  palpation.  Flanks 
resonant.  No  foetal  heart-sounds  to  be  made 
out,  but  crackling  sounds  on  auscultation. 

Per  vaginam. — Violet  staining  of  the  mucous  mem- 
brane well  marked,  blood-red  discharge  going  on,  but 
no  clots  or  shreds.  The  cervix  uteri  is  felt  pushed  up- 
wards and  forwards  and  flattened  out  somewhat  behind 
the  symphysis  pubis ;  the  os  uteri  externum  is  patulous 
and  transverse  (bilaterally  lacerated),  and  admitting  the 
index  finger  easily  up  to  the  internal  os  uteri ;  the  sound 
passes  forward  directly  into  the  swelling  in  the  lower 
hypogastrium  three  and  a  half  to  four  inches ;  free 
haemorrhage  occurred  on  its  withdrawal.  The  left  and 
posterior  portion  of  the  pelvis  is  occupied  by  a  fixed 
semi-elastic  swelling  containing  some  slightly  mobile 
body. 

Rectal  examination  indicated  a  mass  like  a  foetal  foot 
low  down  in  the  pelvis. 

1.30  noon. — Anaesthetic  given  ;  a  more  complete  exa- 
mination was  made.  The  large  abdominal  tumour  was 
clearly  defined,  but  resonance  was  elicited  on  percussion 
all  over  its  surface. 

The  diagnosis  was  made  of  a  full-term  child,  extra- 
uterine, dead  about  four  months  and  putrid. 

Operation,  1.45  p.m. — The  skin  of  the  abdomen  was 
prepared  in  the  usual  way,  and  after  discussion  it  was 
thought  advisable  to  make  a  small  abdominal  opening 
before  deciding  whether  to  operate  by  vagina  or  abdomen. 
A  small  opening  was  therefore  made  midway  between  the 
upper  edge  of  the  lower  swelling  and  the  navel.  On 
cutting   into  the  peritoneal  cavity  some    (ascitic  ?)   fluid 
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escaped  with  yellowish  flakes.  Intestine  was  seen  adhe- 
rent to  a  pinkish-walled  mass,  and  on  passing  a  fine 
trocar  into  this  a  large  amount  of  somewhat  offensive  gas 
escaped. 

The  incision  was  enlarged  upwards  and  downwards. 
The  lower  swelling  was  then  found  to  be  uterus  and  of  a 
deep  red  colour,  with  its  anterior  surface  looking  some- 
what to  the  left  as  well  as  forwards.  Its  posterior  and 
lower  two  thirds  surface  was  attached  intimately  to  the 
large  cyst  already  mentioned.  The  tubes  and  broad 
ligaments  on  both  sides  were  quite  healthy,  and  showed 
no  signs  of  scar  tissue  or  recent  rupture. 

The  tumour  at  the  back  of  the  uterus  was  found  to 
reach  above  the  level  of  the  navel,  and  on  puncturing  it 
(as  already  stated)  foetid  air  escaped.  On  exploring 
with  the  finger  external  to  the  capsule  upwards  and 
laterally  many  recent  adhesions  were  found,  and  were 
undisturbed.  The  large  intestine  (ascending  and  part  of 
transverse  colon)  was  found  incorporated  in  the  wall  of 
the  sac  for  from  six  to  eight  inches.  The  abdominal 
wound  having  been  carefully  packed  all  round  with  gauze, 
the  patient  was  turned  on  her  right  side  and  an  incision 
made  into  the  sac,  which  was  pink  in  colour  with  an 
irregular  glistening  surface.  Foetid  yellowish-green 
material  escaped  to  the  amount  of  about  two  pints  ;  as 
much  as  possible  was  washed  out  and  the  finger  inserted 
into  the  cavity.  An  arm  and  hand  (left)  came  through 
the  opening,  and  it  was  then  found  that  the  foetus  was 
lying  obliquely  across  the  mother's  abdomen,  its  head 
under  the  edge  of  the  ribs  on  the  right  side,  and  the 
breech  in  the  left  iliac  fossa,  the  feet  lying  in  Douglas's 
pouch.  The  child's  right  side  was  towards  the  maternal 
vertebral  column.  Delivery  could  not  be  effected  by 
traction,  and  I  therefore  amputated  the  head  with  large 
scissors  and  extracted  the  body  ;  delivery  was  then  quite 
easy. 

The  placenta  was  found  attached  to  the  left  and  fundal 
portion  of  the  sac,  the  incision  into  the  latter  just  missing 
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its  edge.  The  membranes  were  adherent  all  over  the 
sac,  especially  in  the  left  iliac  fossa  where  the  breech 
lay.  These  were  peeled  off  and  the  placenta  removed  ; 
slight  venous  oozing  occurred,  but  no  haemorrhage  suffi- 
cient to  require  interference. 

The  sac  was  irrigated  with  1  in  4000  solution,  and  the 
sac  walls  sutured  to  the  peritoneum.  A  glass  tube  was 
placed  in  the  peritoneal  cavity  above  the  upper  border  of 
the  sac,  and  into  the  latter  a  long  strip  of  pink  gauze 
reaching  to  the  bottom. 

The  duration  of  the  operation  was  one  hour  and  twenty 
minutes.  The  condition  of  the  patient  was  perhaps  more 
satisfactory  than  before  interference  commenced. 

Description  of  the  fcetti-s-. — A  full-time,  -vvell-nourished 
child,  twenty  inches  long,  and  weighing  eight  pounds. 
The  skin  covering  the  abdomen  was  decomposed,  and 
patches  of  gangrene  were  present  on  the  foot  and  but- 
tocks ;  elsewhere  the  skin  was  white  but  somewhat 
sodden.  There  was  no  deformity  present.  The  skull 
was  soft,  with  a  biparietal  diameter  of  four  inches.  The 
brain  was  diffluent. 

The  placenta,  flattened,  almost  circular,  eight  inches  in 
diameter,  was  of  yellowish-brown  colour,  and  smelling 
very  putrid,  and  no  microscopical  examination  could  be 
made.  The  cord  was  central  and  twenty  inches  in 
length,  also  putrid.  The  placenta  was  shown  at  a  meet- 
ing of  the  Obstetrical  Society  held  on  January  5th,  1898 
{vide  vol.  xl,  p.  3). 

Treatment  consisted  in  free  administration  of  nourish- 
ment, first  in  the  form  of  nutrient  enemata  and  later  by 
the  mouth,  and  by  the  frequent  washing  out  of  the 
putrid  sac  with  an  antiseptic  lotion  (boracic  acid). 

Snhsequent  progress.  January  1th,  1898. — The  lochia 
ceased  to-day ;  the  sac  has  contracted,  and  the  discharge 
is  no  longer  offensive.  The  uterus  is  apparently  mobile 
and  smaller.  Much  di'hris  has  been  washed  out  of  the 
sac  night  and  morning. 

Fehruary  lOth,  1898. —  Considerable  difficulty  in  keep- 
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ing  the  bowels  open.  Directly  constipation  ensues  she 
has  a  rise  of  temperature,  sweats,  and  a  shiver.  This 
has  occurred  three  times  since  the  operation,  the  tempe- 
rature rising  to  103-5°  F.  during  the  last  attack.  Each 
attack  has  lasted  for  from  one  to  three  days,  and  rapid 
improvement  has  taken  place  as  soon  as  the  bowels  have 
been  freely  open.  The  condition  of  the  wound  normal  ; 
it  is  syringed  out  daily  and  packed  to  the  bottom  with 
gauze.  The  sinus  is  four  and  a  half  inches  long,  and 
just  admits  the  nozzle  of  an  ordinary  glass  syringe. 

I  have  seen  her  three  times  since,  the  last  occasion 
being  on  January  15th,  1900.  I  then  found  she  was  in 
perfect  health,  menstruating  regularly  and  normally,  and 
much  fatter  than  before  her  illness.  No  difficulty  with 
the  bowels. 

The  abdominal  scar  on  examination  proved  quite  sound  ; 
vaginal  exploration  showed  a  normally  situated  and 
mobile  uterus,  and  nothing  remaining  of  the  foetal  sac. 

Remarhs. — The  history  of  this  case  seems  fairly  typical ; 
she  must  have  menstruated  early  in  November,  and  the 
rupture  have  taken  place  on  December  14th.  She  had 
no  previous  history  of  pelvic  inflammation,  but  for  nine 
years  had  remained  sterile  although  living  with  her 
husband  throughout.  This  factor  is  often  insisted  upon 
as  predisposing  to  the  production  of  a  tubal  gestation. 

At  the  operation  both  tubes  were  found  to  be  quite 
normal,  and  presented  no  signs  of  cicatrices  ;  this  is 
important  as  showing  either  that  all  signs  of  rupture  may 
disappear  before  four  to  five  months  after  the  death  of 
the  foetus,  or  that  in  this  case  the  foetus  may  have  been 
expelled  through  the  abdominal  ostium.  From  the  posi- 
tion and  arrangement  of  the  facts  found  at  the  operation 
the  case  was  evidently  one  of  intra-peritoneal  ruptiire. 
At  no  time  duriug  the  illness  were  any  portions  of  decidua 
passed.  I  was  not  surprised  at  finding  the  placenta 
could  so  easily  be  removed  and  without  haemorrhage,  as 
Dr.  Cullingworth  reported  a  case  ('  Obstet.  Trans.,'  vol. 
XXXV,  p.  155)  in  which  abdominal  section  was  performed 
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four  weeks  after  the  presumed  death  of  a  foetus  of  eight 
months'  growth,  and  there  was  also  no  difficulty  experi- 
enced. He  says  (p.  160),  "Notwithstanding  that  the 
placenta  was  of  large  size,  and  that  the  operation  was 
undertaken  at  the  comparatively  earh''  period  of  four 
weeks  after  the  cessation  of  fcEtal  movements,  the  circu- 
lation in  the  placenta  had  ceased,  and  the  process  of 
separation  was  carried  out  easily  and  without  any  haemor- 
rhage." If  abdominal  section  is  performed  and  an 
attempt  made  to  remove  the  placenta  during  the  life  of 
the  child  the  placenta  is  best  left  in  situ,  or  alarming 
haemorrhage  may  occur.  Cases  recorded  by  Sir  John 
Williams  and  Dr.  Champneys  {'  Obstet.  Trans.,'  vol.  xxix, 
pp.  456  and  482)  are  instances  of  the  rectitude  of  this 
line  of  treatment. 

In  1893  I  read  a  case  very  similar  in  character  to  the 
one  at  present  under  discussion  ('Obstet.  Trans.,'  vol. 
XXXV,  p.  162),  but  in  which  the  term  of  pregnancy  was 
six  months,  and  the  operation  performed  two  and  a  half 
months  after  the  spurious  labour. 

I  have  fully  recorded  this  case,  as  I  believe  this 
variety  to  be  rare,  and  by  so  doing  I  trust  to  elicit 
recital  of  other  cases  throwing  further  light  on  the 
behaviour  of  the  tubes  under  this  pathological  condition. 


The  President  cousidered  that  the  theories  ou  abdominal 
pregnancy  remained  unsettled.  Tait  aud  Bland  Sutton  held 
that  it  was  a  tertiary  condition  resulting  from  the  ruptui-e  of  a 
broad  ligament  fcetai  sac,  itself  a  secondary  result  of  rupture  of 
a  tubal  sac.  But  Bland  Sutton  also  believed  in  the  escape  of 
an  ovum  out  of  the  ostium  of  the  tube,  leaving  no  trace  of 
gestation  in  the  tube  ;  the  ovum  might  then  survive  and  develop 
in  the  peritoneal  cavity.  J.  W.  Taylor  held  that  abdominal 
pregnancy  was  due  to  rupture  of  a  tubal  sac,  probably  at  a 
point  where  there  was  no  placental  tissue  likely  to  bleed,  the 
ovum  surviving  after  escaping  into  the  peritoneum.  The 
President's  case  would  shortly  be  published  ;  the  pregnancy 
was  of  the  posterior  ligaiueutary  type,  and  the  foetus  putrid 
from  infection  from  the  rectum.  The  patient  did  well  for  six 
weeks,  then  sank  slow]  v  from  marasmus  rather  than  obstruction. 
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dying  in  the  ninth  week.  He  asked  Dr.  Phillij)s  whence  the 
putrid  infection  was  derived  in  his  case. 

Dr.  CuLLiNGwoRTH  Said  that  one  of  the  most  interesting 
points  iu  the  case  Avas  the  normal  condition  of  both  Fallopian 
tubes.  Mr.  Bland  Sutton  had  called  attention  to  the  analogy 
between  the  behaviour  of  the  Fallopian  tube  after  having 
expelled  an  ovum  and  that  of  the  uterus  under  similar  circum- 
stances, and  he  (the  speaker)  had  been  able  to  corroborate  Mr. 
Sutton's  observations  by  exhibiting  to  the  Society  a  Fallopian 
tube  that,  within  ten  hours  of  the  occurrence  of  rupture  and 
extrusion  of  an  early  ovum,  had  entirely  resumed  its  normal 
size  and  appearance.  Indeed,  had  it  not  been  for  the  rent  in  its 
wall  and  the  identification  under  the  microscope  of  chorionic 
villi  in  the  fragment  of  clot  adherent  to  the  edges  of  the  wound, 
it  would  have  been  impossible  to  recognise  it  as  having  recently 
contained  au  ovum.  He  thought  that  the  author's  theory  was 
probably  correct,  namely,  that  there  had  been  a  complete  tubal 
abortion,  and  that  the  ovum  had  preserved  its  vitality  after 
being  extruded  into  the  abdominal  cavity,  and  had  continued  to 
develop  there.  In  that  case  the  sac  containing  the  foetus 
would,  he  presumed,  consist  entirely  of  the  foetal  membranes. 
He  would  be  glad  to  hear  if  any  portion  of  the  sac  had  been 
examined.  He  would  also  be  glad  to  hear  details  as  to  the  site 
of  imjjlantation  of  the  placenta.  It  had  been  stated  that  the 
placenta  always  retained  its  connection,  wholly  or  partially,  with 
its  original  site  within  the  tube.  This  case  seemed  to  show 
that  there  wei'e  at  least  exceirtions  to  that  rule. 

Dr.  John  Phillips,  in  reply,  said  that  a  piece  of  the  sac  wall 
had  been  excised,  and  microscopical  examination  had  showed  it 
to  consist  of  fibrous  tissue  ;  the  colon  was  incorporated  in  its 
walls,  and  hence  the  j^utrefactive  changes  which  took  place. 


APRIL  4th,  1900. 

Alban  Doran,  F.R.C.S.,  President,  in  the  Chair. 

Present — 38  Fellows  and  2  visitors. 

Books  were  presented  by  the  St.  Thomas's  Hospital 
Staff,  the  Boston  (U.S.)  Lying-in  Hospital  Staff,  La  Societe 
d'Obstetrique  de  Paris,  and  Dr.  Macnaughton  Jones. 

AVilliam  Warburton  Wingate,  M.B.,  B.C.Cantab.  (Cam- 
bridge), was  declared  admitted. 

I^he  following  gentlemen  were  elected  Fellows  of  the 
Society  : — William  Francis  Victor  Bonney,  M.D.,  M.S., 
F.R.C.S.Eng.,  and  Henry  Heath  Pochin  Johnson, 
L.R.C.P. 

The  following  letters  were  received  from  Sir  William 
O.  Priestley  and  Dr.  James  R.  Chadwick  on  their  election 
as  Honorary  Fellows  of  the  Society. 

17,  Hertford  Street, 
Matfair,  W.  ; 

Fehriiary  l^th,  1900. 

My  dear  Dr.  Phillips, 

I  am  very  proud  and  very  gratefiil  to  the 
Obstetrical  Society  of  London  for  the  high  honour  it  has 
conferred  upon  me.  Will  you  be  the  means  of  conveying 
my  thanks  to  the  President,  Council,  and  Fellows  of  the 
Society  for  this  mark  of  their  regard  for  me,  and  of  their 
sympathy  with  me  in  my  severe  illness  ? 
Believe  me, 

Yours  sincerely, 

William  O.  Prikstley, 
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270,  Claeexdon  Street, 

Boston,  Mass.,  U.S.A. 

Marc/i  2nd.  1900. 

My  dear  Sir, 

Your  letter  informing  me  of  my  election  to  be 
an  Honorary  Fellow  of  the  Obstetrical  Society  of  London 
has  just  been  received.  I  ha.sten  to  express  to  you  my 
recognition  of  the  high  honour  done  me  thereby,  the 
hifj-hest  which  could  come  to  one  whose  life  has  been 
devoted  to  the  study  and  practice  of  that  branch  of 
medicine  which  your  Society  fosters. 

It  may  interest  you  to  know  that,  as  the  (admitted) 
founder  of  the  American  Gynecological  Society  twenty- 
five  years  ago,  I  drew  its  constitution  after  that  of  your 
Society,  and  based  my  hopes  for  the  future  success  and 
usefulness  of  our  Society  on  the  manifest  achievements  of 
the  London  Society. 

I  beg  you  will  transmit  to  the  Council  and  Fellows  of 
your  Society  my  heartfelt  thanks  for  this  unexpected 
courtesy. 

I  am,  very  faithfully, 

James  E.  Chadwick,  M.D. 

Dr.  Johx  Phillips, 

Secretary  of  the  Obstetrical  Sociefi/  of  London. 


INCARCERATED    FIBRO-MYOMA  OF   UTERUS   IN 
AN  UNUSUALLY  YOUNG  SUBJECT. 

Shown  by  C.  J.  Cullingworth. 

The  specimen  consisted  of  an  interstitial  fibro-myoma, 
5  X  5i  inches,  developed  in  the  fundus  of  a  retroflexed 
uterus,  and  consequently  lying  for  the  most  part  in  the 
pelvis.  Once  the  patient  had  had  retention  of  urine,  but 
her  main  symptom  was  irregular  uterine  haemorrhage. 
The  interest  of  the  case  lay  in  the  patient's  age.  Dr. 
Spencer's  paper  in  the   Society's  'Transactions'  for  1898 
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showed  that  fibro-myoma  of  the  uterus  is  rare  in  patients 
under  twenty-five.  He  had  only  been  able  to  collect 
forty  well-authenticated  instances.  The  patient  from 
whom  the  specimen  before  them  had  been  removed 
afforded  another  example,  for  she  was  only  twenty-three. 
This  circumstance  (of  the  patient's  exceptional  youth) 
had  influenced  the  diagnosis,  which  was  to  the  effect  that 
the  tumour  Avas  solid,  and  that  though  it  might  either  be 
a  solid  tumour  of  the  ovary  or  a  fibro-myoma  of  the 
uterus,  the  former  was  the  more  likely.  As  if  for  the 
very  purpose  of  throwing  one  off  the  scent  the  cervix 
was  put  on  the  stretch,  and  elongated  to  such  an  extent 
that  its  canal  measured  exactly  two  and  a  half  inches. 
It  was  therefore  thought  that  the  entire  uterus  lay  in 
front  of  the  mass,  and  that  the  mass  was  in  all  pro- 
bability a  solid  tumour  of  the  left  ovary. 

When  the  tumour  was  lifted  out  of  the  pelvis,  what 
had  been  the  lowest  and  most  dependent  part  became  the 
uppermost.  An  attempt  was  made  to  treat  the  case  by 
myomectomy,  i.  e.  without  removing-  the  uterus  itself,  but 
this  was  found  to  be  impracticable,  The  operation  of 
abdominal  hysterectomy  was  performed  on  February  20th. 
The  patient  had  done  well. 


PEDUNCULATED  SUBSEROUS  FIBRO-MYOMA  OF 
UTERUS  WHICH  HAD  UNDERGONE  MYXO- 
MATOUS AND  CYSTIC  DEGENERATION. 

Shown  by  Dr.  Stabb. 

Dr.  Stabb  showed  a  pedunculated  subserous  fibro- 
myoma  of  uterus  which  had  undergone  myxomatous  and 
cystic  degeneration.  The  chief  interest  attaching  to  the 
tumour,  however,  was  the  doubt  as  to  whether  it  was  also 
sarcomatous.  The  growth  was  removed  from  a  single 
woman  aged  thirty-eight,  with  a  history  of   only  two  and 
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a  half  montlis'  enlargement  of  abdomen,  her  last  men- 
strual period  being  accompanied  by  pain  over  the  tumour  ; 
no  menorrhagia.  At  the  operation  several  recent  adhe- 
sions were  found,  and  one  more  dense  to  mesentery,  which 
required  ligature  before  division  :  there  was  no  hydro- 
peritoneum.  The  surface  of  the  tumour  was  irregular, 
and  studded  with  small  elevations  the  size  of  split  peas, 
and  on  section  there  was  one  large  cyst  found  containing 
upwards  of  a  pint  of  mucoid  fluid,  and  several  smaller 
cavities.  Microscopic  sections,  prepared  by  Dr.  Rolleston, 
showed  areas  of  rapid  proliferation  with  numerous  young 
connective-tissue  cells  approaching  in  type  those  of  a 
spiudle-celled  sarcoma.  It  was  this  microscopic  appear- 
ance of  the  growth,  and  the  difficulty  of  its  true  interpre- 
tation, which  was  the  reason  Dr.  Stabb  brought  the 
specimen  before  the  Society. 

The  Pbesident  found  that  simple  mucoid  degeneration  of  a 
uterine  myoma  often  presented  the  most  suspicious  appearances 
under  the  microscope.  The  opinion  of  an  exi:>erienced  general 
pathologist  was  advisable  for  purposes  of  prognosis. 

The  specimen  was  referred  to  a  sub-committee  consist- 
ing of  Drs.  Robinson,  Eden,  William  Duncan,  and  Stabb, 
for  further  examination  and  report. 


TUBAL  MOLE;  Fa:TUS  THREE  QUARTERS  OF 
AX  IXCH  IN  LENGTH,  IN  PERFECT  PRESER- 
V^ATION. 

By  Alban  Dor  ax,  F.R.C.S. 
(With  Plate  XII.) 

C.  G — ,  aged  24,  consulted  my  colleague,  Mr.  Butler- 
Smythe,  on  November  28th,  1899,  for  violent  hypogastric 
pains. 

She  had   been   married  six  years,  and  had  borne  two 
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children  ;  the  youngest  was  over  three  and  a  half  years 
in  age  (born  March,  1896)  :  no  miscarriages.  Her  health 
had  been  uniformly  good ;  indeed,  she  had  never  been 
laid  up  except  at  her  confinements.  The  catamenia 
appeared  at  intervals  of  from  four  to  five  weeks ;  the 
show  was  never  free.  They  had  ceased  for  fourteen 
weeks ;  and  seven  weeks  after  the  last  period  severe 
hypogastric  pains  set  in,  accompanied  by  a  free  show  of 
dark  blood  nearly  every  other  day.  The  breasts  grew 
larger.  A  clot  was  expelled  on  November  27th — the 
day  before  she  consulted  Mr.  Butler-Smythe,  who  detected 
a  mass  in  the  pelvis  to  the  left  of  the  uterus,  and,  on 
the  strength  of  the  clinical  evidence,  diagnosed  tubal 
pregnancy,  and  sent  her  into  my  wards  at  the  Samaritan 
Hospital. 

The  patient  was  well  nourished  but  anasmic.  On 
bimanual  palpation  a  body  of  the  size  of  an  orange  could 
be  felt  behind  and  to  the  left  of  the  uterus.  It  was  not 
freely  moveable ;  the  uterus  was  a  little  enlarged,  the 
fundus  rising  above  the  pubes ;   its  axis  was  normal. 

The  breasts  were  small,  the  glandular  substance  rather 
firm.  The  areolae  Avere  well  marked  (the  patient  was 
black-haired),  the  follicles  distinctly  enlarged,  the  nipples 
prominent. 

On  November  29th,  the  day  after  admission,  a  severe 
attack  of  hypogastric  pain  set  in,  with  continuous  escape 
of  dark  blood.  A  big  clot  passed  during  defsecation. 
The  evening  temperatui*e  on  the  preceding  day  was  99*4^, 
on  the  morning  of  the  29th  98*2°,  in  the  evening  99"4°. 
Next  day,  and  until  the  operation,  it  remained  under 
98"4°  morning  and  evening. 

I  operated  on  December  2nd  with  the  assistance  of 
Mr.  Butler-Smythe.  Ether  was  administered  by  Dr. 
Probyn- Williams.  The  patient  was  placed  in  the  Tren- 
delenburg position.  There  was  no  free  blood  in  the 
peritoneal  cavity.  The  uterus,  enlarged  and  soft,  lay 
rather  high  ;  the  left  tube  and  ovary,  perfectly  normal, 
lay  still   higher.      They  were    pushed   up  by  the  dilated 
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right  tube,  which  had  fallen  behind  the  uterus  and 
developed  towards  the  left  side.  I  raised  the  tube;  a 
few  drachms  of  tea-coloured  blood  spurted  out  of  the 
ostium,  and  there  were  some  soft  adhesions  to  Douglas's 
pouch.  The  corresponding  ovary  was  normal.  There 
was  a  short  pedicle,  easily  secured.  No  drainage  was 
uecessary.  The  abdominal  wound  was  closed  with  deep 
interrupted  silkworm-gnt  sutures,  and  the  sheath  of  the 
recti  with  continuous  No.  1  silk. 

I  noticed,  when  dividing  the  tube  near  the  right  cornu 
of  the  uterus,  that  there  was  no  blood  or  mucus  in  its 
canal,  which  was  not  much  dilated  at  this  point ;  nor  did 
any  run,  after  removal,  out  of  the  cut  end  from  the  blood 
in  the  dilated  portion.  I  also  noted  that  there  had  been 
free  show  of  blood  on  the  morning  of  operation,  and  that 
it  came  on  again  a  few  hours  after  the  tube  had  been 
removed,  and  continued  for  four  days.  The  patient  made 
a  speedy  recovery. 

Description  of  the  tubal  mole. — The  tube  measured  three 
and  a  half  inches  by  two  inches.  It  was  sent  to  the  Koyal 
College  of  Surgeons,  and  after  being  carefully  hardened 
in  spirit  was  divided  vertically.  Mr.  Shattock  then 
placed  it  in  glycerine  and  afterwards  in  formalin.  It  has 
been  prepared,  in  fact,  so  as  to  make  a  most  instructive 
specimen,  added  to  the  museum."^ 

The  greater  part  of  the  tube  is  dilated  in  the  usual 
fashion,  the  uterine  third  remaining  almost  undilated, 
whilst  the  outer  and  affected  portion  is  bent  under  it  at  a 
sharp  angle,  passing  below  the  ovary.  On  section  a 
thick  lining  of  clot  is  seen  adherent  to  the  walls  of  the 
dilated  portion.  This  clot  surrounds  a  large  ovoid  cavity, 
deepest  in  vertical  measurement  at  the  uterine  end  ;  near 
that  end  it  contains  a  well-formed  foetus  three  quarters 
of  an  inch  long,  with  a  straight  but  irregularly  bulbous 
umbilical  cord  half  an  inch  long.  The  lining  of  the  cavity 
is  perfectly  smooth.  The  layer  of  clot  which  bounds  it  is 
of  irregular  thickness,  being  three   quarters  of  an  inch 

*  Patboi.  scv.,  No.  469ol. 


DESCRIPTION    OF    PLATE    XII. 

Illustrating  Mr.  Alban  Doran's  specimen  of  Tubal 
Mole. 

The  plate  (life  size,  from  a  pliotoarraph)  shows  fcetus  three-quarters  of  an 
inch  in  length.  Below  is  seen  the  cut  surface  of  the  ovarj',  and  more  to  the 
left  the  canal  of  the  Fallopian  tuhe  cut  across,  near  the  uterus,  at  the  opera- 
tion. 

The  parts  are  inverted ;  the  mole  lay  in  Douglas's  pouch  under  the 
ovary. 


Plate  XII. 


Obstet.  Soc.  Trans.,  Vol.  XLIl. 


IlluslraiinL;  Mr.  Ai.BAN  Doran's  Specimen  of  Tubal  Mole. 
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thick  at  the  outer  end  of  the  tube,  whilst  just  above  and 
below  the  foetus  it  is  under  an  eighth  of  an  inch  thick. 
The  ovary  contains  no  corpus  luteum  of  recent  date. 

This  case  is  chiefly  remarkable  for  the  appearances  seen 
on  making  a  section  through  the  tube  ;  they  show  the 
nature  of  the  abnormal  gestation  as  clearly  as  though  the 
section  were  an  artificial  diagram.  The  foetus  was  in 
perfect  preservation,  and  was  luckily  so  placed  that  the 
knife,  in  making  the  usual  longitudinal  section  of  the 
tube,  did  not  mutilate  it  or  tear  it  from  its  attachments. 
The  foetus  remains  in  the  tube,  so  there  has  been  no  tubal 
abortion.  The  amnion  is  perfect ;  had  it  been  torn  by 
the  heemorrhage  the  foetus  would  most  probably  have 
been  destroyed.  The  clot  which  forms  a  thick  wall  lies 
between  the  amnion  and  chorion. 

The  blood  which  escaped  from  the  vagina  was  probably 
uterine  from  first  to  last.  The  uterine  end  of  the  tube 
showed  no  sign  of  fluid  or  clotted  blood,  and  was  quite 
cut  off  from  the  mole.  There  had  been  bleeding  a  few 
hours  before  operation,  and  it  recurred  a  few  hours  after- 
wards when  no  sac  or  tube  was  left  to  bleed  from  :  the 
remaining  tube  Avas  quite  healthy. 

The  clinical  history  was  so  clear  as  to  serve  for 
educational  purposes,  but  it  was  free  from  any  interesting 
or  puzzling  anomaly.  I  must  note,  however,  that  there 
was  no  evidence  of  old  or  recent  disease  of  the  append- 
ages. There  was  some  interval  of  time  between  this  and 
the  previous  pregnancy,  as  is  so  frequent  in  ectopic 
gestation.  The  show  of  dark  blood  with  hypogastric 
pain  is  characteristic. 

Von  Strauch  declares  that  these  crampy  pains  are  due 
to  actual  contraction  of  the  tube."^  He  describes  a  case 
where  a  woman  had  two  characteristic  fainting  fits  after 
two  months'  amenorrhoea.  On  operating  he  found  an 
-ovum  half  extruded  from  the  ostium.  This  ovum  was 
held  by  a  broad  pedicle  (placental)  to  the  tube  high  up 
*  '  Centralblatt  f.  ({yniikologie/  1899,  p.  1294. 
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the  canal.  Outside  the  tube  "svas  a  deep  depression 
corresponding  to  the  attachment  of  the  pedicle.  This 
depi'ession,  von  Strauch  contends,  could  only  have  been 
produced  by  contraction  of  the  tube  to  expel  its  contents. 
Intra-tubal  haemorrhage  or  mechanical  dragging  could 
not  have  made  a  depression  of  this  kind.  This  evidence 
is  reasonable,  though  perhaps  not  conclusive.  But  von 
Strauch  declares  that  in  another  case  he  could  feel  tubal 
contractions  through  the  parietes  during  labour-like 
pains  Avhich  occurred  daily  for  several  months  after 
rupture  of  the  tube  in  the  fifth  month.  At  length  he 
operated  and  removed  a  mummified  foetus  encapsuled  in 
omentum.  The  placenta  lay  in  the  tube,  which  was  very 
thick-walled  ;  the  ostium  was  dilated  widely  enough  to 
admit  a  finger.  About  von  Strauch's  opinion  on  this  case 
we  must  demur,  yet  the  possibility  of  detecting  tubal 
contractions  at  the  second  or  third  month  may  be  reason- 
ably entertained. 

The  sac  in  my  case,  though  developed  in  the  right 
tube,  lay  to  the  left  as  well  as  behind  the  uterus,  which 
was  pushed  up,  together  with  the  left  tube  and  ovary. 
On  this  point  Taylor  and  others  have  dwelt,  but  I  have 
often  observed  the  same  peculiarity  in  cases  of  unilateral 
hydrosalpinx,  and  even  when  a  small,  heavy  ovarian 
tumour  lies  in  the  pelvic  cavity. 

A  distinct  rise  of  temperature,  evidently  corresponding 
to  haemorrhage,  has  been  noted  by  Routier  in  a  case 
where  there  was  a  pelvic  tumour.'^  The  rise  occurred 
twice  in  six  days,  and  on  each  occasion  the  tumour 
distinctly  increased.  He  suspected  a  suppurating  haema- 
tocele,  but  on  operating  he  found  a  ruptured  five  months' 
pregnancy.  He  relates  cases  of  rise  of  temperature  in 
haematothorax,  and  bleeding  into  joints  where  no  septic 
germs  could  be  found.  In  mv  own  case,  however,  the 
haemorrhage  four  days  before  operation,  accompanied  by 
a  slight  rise  of  temperature,  was,  it  would  appear,  purely 

*  Routier,  '  Bulletins  et  oiem.  de  la  Soc.  de  Cliirurgie  de  Paris,'  Nov.  14tl), 
1899. 
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uterine^  thoug-h  it  might  have  been  intra-tubal,  between 
the  chorion  and  the  amnion. 

Dr.  CuLLiNGWORTH  thoiight  the  statement  as  to  tubal  con- 
tractions having  been  felt  bimanually  must  be  accepted  for  the 
present  with  reserve.  The  possibility  must  be  borne  in  mind  of 
the  spasmodic  pains  complained  of  in  these  cases  of  ectopic  gesta- 
tion being  due  not  to  ttihal,  but  to  severe  and  therefore  painful 
uterine  contractions.  In  a  case  of  advanced  ectopic  gestation 
■with  dead  child,  which  he  brought  before  the  Society  some 
years  ago  (see  'Trans.,'  vol.  xxxv  for  1893,  p.  156),  the  uterus 
was  displaced  forwards,  and,  being  visible  beneath  the  abdo- 
minal wall,  could  be  seen  as  well  as  felt  to  undergo  alternate 
contraction  and  relaxation.  It  was  true  the  contractions  in 
that  case  were  not  painful,  but  if  contractions  powerful  enough 
to  be  visible  to  the  bystanders  through  the  abdominal  wall 
took  place  when  the  child  was  dead  and  the  uterus  empty,  it 
was  not  difficult  to  conceive  of  the  possibility  of  the  contractions 
being  severe  enough  to  be  painful  when  the  stimulus  was  greater, 
as  when  the  ovum  had  recently  undergone  sudden  enlargement 
from  hsemorrhage,  or  when  the  decidua  had  not  yet  been  expelled 
from  the  uterine  cavity. 

The  President  said,  in  reply  to  Dr.  Cullingworth,  that  a  few 
ounces  of  blood  had  escaped  into  the  pelvis,  the  ostium  being 
open.  He  agreed  with  those  who  doubted  vou  Strauch's  theory, 
and  believed  that  the  attacks  of  crampy  pain  in  tubal  gestation 
represented  uterine,  and  not  tubal  contraction.  He  had  shown 
that  in  the  present  case  the  later  haemorrhages  at  least,  and 
therefore,  no  doubt,  the  crampy  pains  which  accompanied  them, 
were  uterine. 


A    SOLID    TUMOUR    OF    THE    OVARY  REMOVED 
FROM  A  WOMAN  AGED  THIRTY-SIX. 

Shown  by  Dr.  Addinsell. 

Dr.  Addinsell  showed  a  solid  tumour  of  the  ovary 
removed  from  a  woman  aged  36.  A  'Mump''  had  been 
noticed  for  eighteen  months,  Avith  a  sense  of  weight,  but 
no  pain,  on  the  left  side.  There  was  no  ascites.  The 
menstrual  rhythm  was  not  disturbed.  The  tumour  was 
freely  moveable. 

VOL.  XLII.  11 
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On  removal  it  was  found  to  measure  6i  inches  in 
length,  4^  inches  in  width.  The  surface  was  uneven  but 
smooth. 

On  microscopical  section  it  proved  to  be  a  fibroma. 

Dr.  Addinsell  pointed  out  the  fact  that  different  inter- 
pretations are  placed  upon  the  histological  appearance. 
Thus  some  regarded  this  as  a  myoma,  others  a  fibroma, 
whilst  Mr.  Bland  Sutton  was  inclined  to  regard  all  these 
cases  as  sarcomata  with  varying  degrees  of  malignancy. 
Before  pronouncing  in  favour  of  malignancy  the  clinical 
aspects  should  always  be  carefully  considered,  such  as  the 
age,  and  especially  the  rapidity  of  growth,  and  these  in 
conjunction  with  the  histological  appearances. 

The  President  was  still  of  opiniou  that,  iu  the  case  of 
ovarian  tumours,  fibroma  was  oftener  taken  for  sarcoma  than 
sarcoma  for  fibroma.  He  had  expi'essed  this  opinion  in  his 
paper  on  the  subject  read  before  the  Society  in  1896.  The 
woman  aged  fifty-two  Avhen  he  operated  in  1889,  and  the  girl 
aged  twenty-four  when  he  operated  iu  1895,  were  both  living. 
One  feature  of  these  cases  was  the  smallness  of  the  pedicle.  He 
had  never  heard  any  explanation  of  the  fact  that  iu  this  kind  of 
tumour  the  great  hypertrophy  of  the  tube  and  mesosalpinx,  so 
common  in  the  more  familiar  ovarian  cyst,  did  not  occur.  This 
shortness  of  the  pedicle  sometimes  proved  troublesome  to  the 
operator. 


OVARIAN  CYSTOMA  COMPLICATING  PREG- 
NANCY; INFECTION  OF  THE  CYST  FIVE 
DAYS  AFTER  LABOUR ;  OPERATION  ON  THE 
FORTY-THIRD  DAY  ;  EXTENSIVE  PERITO- 
NEAL AND  BOWEL  ADHESIONS  ;   RECOVERY. 

Shown  by  Dr.  Macnaughton  Jones. 

This  case  is  of  sufficient  clinical  and  operative  interest 
to  warrant  my  recording  it.       The  patient  was  thirty-one 
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years  of  age,  and  had  been  nine  years  married.  Previous 
to  1898  she  had  not  conceived.  Early  in  1897  she  noticed 
an  increase  in  the  size  of  the  abdomen,  and  this  continued 
until  June  of  that  year,  after  which  time  it  remained 
stationary.  She  had  neither  pain  nor  discomfort  of  any 
kind,  and  the  catamenia  were  regular.  She  conceived  at 
the  end  of  January,  1898,  and  on  the  30th  of  October  she 
was  delivered  of  a  healthy  male  child.  Nothing  was 
noticed  during  the  pregnancy,  save  that  the  abdomen  was 
unusually  large,  and  she  did  not  suffer  much.  On  the 
evening  of  the  third  day  after  labour  her  temperature 
rose  to  100°,  and  there  was  a  corresponding  increase  in 
the  pulse,  which  varied  between  120  and  130.  Early  in 
the  morning  of  the  fourth  day  there  was  a  rigor,  followed 
by  intense  abdominal  pain,  and  the  temperature  rose  to 
103*4°.  On  the  fifth  day  the  temperature  rose  in  the 
evening  to  105°,  and  fell  the  following  morning  to  100°, 
rising  again  in  the  evening  to  102*2°.  Vomiting  now  set 
in,  and  continued  for  some  twenty-four  hours.  For  the 
week  following,  the  temperature  range  varied  between 
100°  and  103°,  the  exacerbations  being  nightly  ;  and 
during  this  time  there  was  severe  abdominal  pain  with 
considerable  flatulence,  the  pulse  varying  between  100 
and  120.  On  the  eighteenth  day  after  labour  the 
temperature  fell  to  100°,  and  the  pulse  became  normal. 
All  through  there  was  a  considerable  vaginal  discharge. 

The  pyrexial  range  altered  on  the  1st  of  November, 
and  again  there  was  a  period  of  hyperpyrexia. 

On  the  2nd  she  was  admitted  into  the  Stanmore  Cot- 
tage Hospital,  and  was  there  treated  until  I  saw  her  for 
the  first  time  on  the  9th  of  November.  The  evening 
temperature  was  then  103°,  and  the  morning  100°.  I 
decided,  with  Dr.  Allen,  that  we  were  dealing  with  a  sup- 
purated ovarian  cyst.  The  abdomen  had  recently  rapidly 
increased  in  size  ;  measurements  taken  from  the  trochanter 
to  the  umbilicus  at  the  right  side,  and  from  correspond- 
ing points  at  the  left,  were  respectively  nineteen  and 
twenty-five  inches. 
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I  operated  on  the  morning  of  the  11th  of  November, 
every  possible  aseptic  precaution  having  been  taken  both 
before  and  during  the  operation.  On  operating,  after  the 
usual  incision,  I  found  that  the  cvst  wall  was  quite  adhe- 
rent to  the  parietal  peritoneum.  Having  separated  the 
adhesions  anteriorly  and  at  either  side,  the  cyst  was 
tapped  with  a  Wells'  trocar,  and  an  enormous  quantity 
of  pus  was  evacuated.  The  abdominal  wound  and  sur- 
rounding parts  were  protected  with  sterilised  cloths. 
When  the  cyst  was  emptied  it  was  found  to  be  adherent 
all  round  to  the  intestine,  which  was  matted  on  it  in  coils^ 
and  also  deeply  in  the  pelvis,  especially  at  the  left  side  to 
the  sigmoid,  where  it  had  its  short  and  broad  pedicle.  A 
large  portion  of  omentum  was  attached  to  the  cyst. 

So  great  were  the  adhesions  that  I  confess  that  at  first 
I  almost  despaired  of  being  able  to  remove  it  in  its 
entirety  without  irreparable  damage  to  the  bowel,  nnd 
possibly  most  dangerous  hfemorrhage.  However,  gradu- 
ally freeing  portion  by  portion,  and  using  forcipressure 
and  ligature  for  control  of  hasmorrhage,  I  isolated  the  cyst, 
being  compelled  to  cutaway  a  portion  of  the  omentum, 
which  was  so  firmly  adherent  that  I  could  not  detach 
it  from  the  wall.  When  the  cyst  was  removed,  not  the 
least  troublesome  part  of  the  operation  remained  from 
oozing  of  the  omental  and  intestinal  vessels.  However,, 
all  these  were  finally  secured  with  fine  silk  ligatures  or 
by  forcipressure,  the  abdominal  cavity  was  carefully 
dried,  and  the  abdominal  toilet  completed  with  the  inser- 
tion of  a  drainage-tube. 

The  operation  was  necessarily  a  prolonged  and  difiicult 
one.  The  pus  was  inodorous.  There  is  not  much  to 
record  after  the  operation. 

On  the  third  day  the  temperature  had  fallen  to  normal, 
and  though  it  rose  again  slightly  for  some  days  there 
was  nothing  unusual  in  the  convalescence,  and  the  patient 
left  the  hospital  at  the  end  of  January  perfectly  re- 
covered. 

Though   of  course   suppuration   of   ovarian   cystoma  is 
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not  very  uncommon,  its  coincidence  as  a  post-partiim 
complication  is,  and  I  am  not  aware  of  a  similar  case 
beino^  on  record. 

I  am  indebted  to  Dr.  Hamilton  Allen  for  the  abstract 
of  the  notes  of  the  case  previous  to  my  seeing  her. 

Dr.  Herbert  Spencer  was  surprised  to  hear  that  these 
cases  were  uncommon.  He  regarded  labour  as  one  of  the  com- 
nionest  causes  of  suppuration  iu  ovarian  cysts.  The  cause  was 
not  always  easy  to  ascertain — whether  infection  from  tears  in 
the  genital  tract  or  from  the  intestine  when  the  vitality  had 
been  lowered  by  injury  or  by  twisting  of  the  pedicle.  He  had 
removed  five  ovarian  tumours  which  suppurated  after  labour. 


A    CASE    OF    MYXO-SARCOMA    OF  THE  VAGINA 
IN  A  CHILD  AGED  TWO  AND  A  HALF  YEARS. 

Shown  by  Arnold  W.  W.  Lea,  M.D.,  B.S.,  F.R.C.S. 

Dr.  Lea  related  a  case  of  primary  sarcoma  of  the 
vagina,  and  showed  masses  of  growth  removed  together 
with  microscopic  sections. 

The  clinical  history  was  briefly  as  follows  : 

The  patient,  aged  2^,  was  first  seen  in  March,  1899. 
For  some  months  previously  a  watery,  and  at  times 
h^emorrhagic  discharge  had  been  observed.  Several 
polypi  projected  from  the  vulva.  Around  the  vaginal 
entrance  and  the  urethra  were  numerous  masses  of  firm 
growth.  A  pyriform  elastic  tumour  was  felt  in  the  abdo- 
men, reaching  the  umbilicus. 

Under  anfcsthesia  the  vagina  was  found  to  be  enor- 
mously dilated,  reaching  almost  to  the  umbilicus.  It  was 
filled  by  polypoid  masses  of  soft  growth,  many  being 
pedunculated.  A  small  firm  body  was  felt  at  the  summit 
of  the  abdominal  swelling,  w^hich  apparently  was  the 
Viterus.      The  recto-vaginal  septum  and   the   v/all   of  the 
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bladder  were  involved  in  the  growth  ;  complete  removal 
was  impossible.  Masses  of  the  growth  were  curetted 
away  at  intervals  with  temporary  relief. 

The  patient  became  gradually  weaker,  and  died  January, 
1900,  thirteen  months  after  the  tumour  was  first  observed. 
No  autopsy  was  obtained. 

Microscopic  examination  :  the  polypoid  growths  are 
seen  to  be  covered  completely  with  stratified  epithelium  ; 
beneath  this  is  myxomatous  tissue  with  masses  of  round 
cells,  evidently  a  myxo-sarcoma.  The  growths  around  the 
vaginal  orifice  are  much  smaller  and  firmer.  They  present 
a  similar  structure,  but  contain  a  considerable  amount  of 
fibrous  tissue.  Numerous  large  thin-walled  vessels  are 
present.  There  was  no  evidence  of  ulceration  at  any 
time. 

The  case  is  a  typical  one  of  this  rare  type  of  sarcoma 
occurring  in  children.  Few  instances  have  been  recorded 
in  this  country.  Mr.  D'Arcy  Power  described  a  case  some 
years  ago  in  the  *  St.  Bartholomew's  Hospital  Eeports  ' 
(1895) .  In  his  paper  he  gives  a  brief  summary  of  twenty- 
four  other  cases  collected  from  various  sources.  The  cases 
are  characterised  by  the  formation  of  numerous  polypoidal 
outgrowths  resembling  clusters  of  grapes,  which  arise  from 
the  walls  of  the  dilated  vaginal  canal.  The  malignancy 
is  usually  local  only,  although  sometimes  the  inguinal 
glands  become  enlarged. 

The  treatment  of  these  cases  is  very  unsatisfactory. 
They  have  usually  come  under  observation  when  too 
advanced  for  a  radical  operation,  such  as  extirpation  of 
the  vagina.  Repeated  curettings  give  temporary  relief, 
but  most  cases  are  fatal  in  one  to  two  years  after  the 
onset  of  symptoms. 

Dr.  Charles  Morris  said  he  had  a  case  i-ecently  of  primary 
sarcoma  of  the  vagina  in  an  adult,  and  on  looking  up  the  sub- 
ject he  found  that  many  cases  were  reported  of  myxomatous  papil- 
lomata  being  present  at  the  oriBce  of  the  vagina  aud  primai-y 
sarcoma  iu  the  deeper  parts.  This  condition,  however,  was 
only  found  in  children,  the  myxomatous  growths  being  absent  in 
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adults.  A  most  interesting  imper  on  the  subject  was  published  by 
Mr.  D'Ai'cy  Power  in  the  'St.  Bartholomew's  Hospital  Eeports.' 
Dr.  Roberts  referred  to  a  very  similar  specimen  in  St.  Bar- 
tholomew's Hospital  Museum  (3030  a)  which  occurred  in  a 
child  of  two  years  and  four  months,  in  which  numerous  polypoid 
growths  proti'uded  from  the  vagina  very  similar  to  those  Dr. 
Lea  now  showed.  They  bled  easily  and  were  very  (edematous. 
At  the  necropsy  a  large  mass  of  growth  was  found  between  the 
rectum  and  the  bladder,  and  the  whole  anterior  and  posterior 
vaginal  walls  were  covered  with  numerous  polypoid  masses. 
The  tumour  was  a  typical  mixed-celled  sarcoma.  The  specimen 
is  figured  and  described  in  the  '  Trans.  Path.  Soc.,'  1896,  vol. 
xlvii,  by  Mr.  D'Arcy  Power.  Dr.  Roberts  thought  that  if  the 
disease  occurred  in  children,  polypoid  growths  protruding  from 
the  vulva  were  the  chief  features  of  the  case,  the  prognosis  was 
hopeless. 
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By  J.  M.  Monro  Kerr,  M.B.,  CM.,  F.F.P.S.G., 

ASSISTANT   TO   THE    CHAIB   OF   MIDWIFEET,    GLASGOTV    UNIVEH81TT  ; 

ASSISTANT   PHTSIOIAN,   MATERNITY   HOSPITAL;     DISPENSAEY 

PHYSICIAN    FOR    DISEASES    OF    WOMEN,    WESTERN 

INFIRMARY,    GLASGOW. 

(Received  March  17tli,  1900.) 

{Abstract.) 

It  is  i^ointed  out  that  three  varieties  of  backward  displace- 
ment of  the  gravid  uterus  may  be  met  with,  viz.  "  retroflexion," 
"  retroversion,"  and  "  pai'tial  or  incomplete  retroversion,"  and 
that  each  form  is  illustrated  by  one  of  the  cases. 

Case  1. — An  incarcerated,  retroflexed,  gravid  uterus,  which 
after  several  fruitless  attempts  at  replacement  righted  itself. 
This  occurrence  is  i:)ointed  out  to  be  not  very  uncommon. 

Case  2. — This  case  was  reported  in  full  by  Prof.  Murdoch 
Cameron,  in  the  *  British  Medical  Journal,'  October  31st,  1896. 
It  was  one  of  incarceration  of  the  retroverted  gravid  uterus,  iu 
which  the  uterus  could  not  be  replaced  until  Prof.  Cameron 
opened  the  abdomen,  then  performed  cystotomy  and  emptied 
the  bladder  of  a  large  quantity  of  blood-clot.  He  then 
stitched  up  the  bladder  and  abdomen.  The  pregnancy  con- 
tinued to  full  time.  The  treatment  adopted  in  this  case  is 
briefly  discussed. 

Case  3. — Partial  retroversion  (sacculation)  of  the  gravid 
uterus  caused  by  a  myoma  in  anterior  wall.     Reduction  of  the 
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displacement;  continuance  of  pregnancy.     The  causes  of  this 
form  of  retro-displacement  are  described. 

Case  4, — Extra-uterine  pregnancy  simulating  and  mistaken 
for  a  reti'oflexed  gravid  uterus.  Some  reported  cases  are 
referred  to,  and  the  differential  diagnosis  of  the  two  conditions 
is  discussed. 

Tbe  followino-  three  cases  of  incarcei-ation  of  the  retro- 
displaced  gravid  uterus  and  a  case  of  extra-uterine 
pregnancy^  which  presented  all  the  symptoms  of  a  retro- 
displacement,  and  was  at  first  mistaken  for  the  latter, 
have  appeared  of  sufficient  interest  to  warrant  me  in 
bringing  them  under  the  notice  of  this  Society. 

I  propose  Avith  each  case  to  give  a  brief  outline  of  the 
conditions  present^  and  to  add  a  few  remarks  on  the  moi'e 
important  points  connected  with  it. 

The  term  "  retro-displacement  '^  has  been  used.  It  is 
the  most  comprehensive,  as  it  includes  the  three  distinct 
forms,  "  i-etroflexion,"  ''  retroversion,"  and  "  partial  or 
incomplete  retroversion.^'  In  this  I  am  fortunate  that 
each  of  the  three  cases  brought  forward  to-night  is  an 
example  of  one  of  these  varieties. 

Case  1.  Incarcerated  retrofiexecl  gravid  uterus,  which 
after  several  fruitless  atteiniits  at  replacement  righted 
itself. — H.  H — ,  iii-para,  aged  31,  was  admitted  to  Ward 
7,  Western  Infirmary,  in  August,  1894.  Professor 
Murdoch  Cameron  being  from  home,  I  was  summoned  to 
see  her.  She  stated  she  was  about  four  months  pregnant. 
She  complained  of  great  pain  in  the  abdomen  and  difficulty 
of  micturition,  with  an  almost  constant  dribbling  of  urine 
of  about  four  weeks'  duration.  Her  first  pregnancy  was 
normal  in  every  respect,  but  her  last,  in  1887,  terminated 
in  a  miscarriage  at  the  third  month.  She  last  men- 
struated on  April  28th,  just  about  four  months  before  her 
admission  to  hospital.  The  symptoms  of  dysuria,  etc., 
came  on,  therefore,  at  the  end  of  the  third  month  of 
pregnancy. 
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On  examination  the  abdomen  was  much  distended  and 
tender  to  pressure.  The  bladder  being  emptied  (sixty 
ounces  of  urine  were  drawn  off)  the  distension  and 
tenderness  of  the  abdomen  disappeared.  On  bimanual 
examination  the  cervix  was  found  raised  and  pressed 
against  the  symphysis  pubis  with  the  body  very  much 
enlarged  in  Douglas's  pouch. 

The  diagnosis  of  retroflexion  of  the  gravid  uterus  made 
by  her  medical  attendant  prior  to  admission  was  con- 
firmed. Attempts  were  made  to  replace  the  organ  but 
failed,  even  when  she  was  placed  in  the  genu-pectoral 
position.  The  distended  organ  could  be  pushed  up  to  a 
certain  extent,  but  it  alwaj'S  sank  back  again,  I  there- 
fore advised  the  house  surgeon,  Dr.  Webster,  to  keep  the 
bladder  empty  by  passing  the  catheter  every  few  hours,  to 
see  that  the  boAvels  were  thoroughh"  emptied,  and  to 
prepare  the  patient  for  chloroform  for  the  following  day, 
when  further  attempts  would  be  made  to  rectify  the  dis- 
placement. The  woman  was  told  to  lie  well  round  on 
her  face,  and  to  sometimes  assume  the  genu-pectoral 
position. 

After  my  attempts  at  replacement  she  expressed  herself 
as  feeling  much  relieved,  and  she  was  able  to  pass  urine 
quite  freely,  so  that  the  catheter  was  not  used. 

On  examining  on  the  following  morning,  prior  to  giving 
her  chloroform,  great  was  my  surprise  to  find  the  uterus 
in  normal  position.  She  was  dismissed  a  few  days  later 
feeling  perfectly  Avell. 

In  all  respects  this  case  presented  the  usual  features  of 
a  backward,  displaced,  incarcerated  gravid  uterus.  The 
displacement  was  a  retroflexion,  the  most  common  variety. 
The  bimanual  examination  made  this  clear,  and  the  onset 
of  the  dysuria  occurred  at  the  time,  the  end  of  the  third 
month,  when  one  usually  finds  it  making  itself  felt. 

The  only  point  of  special  interest  was  that  after  several 
unsuccessful  attempts  at  bringing  about  replacement,  the 
organ  should  right  itself.  A  similar  occurrence  has  been 
frequently  observed,  however.    We  had  an  example  of  it 
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some  years  ag*o  in  tlie  Western  Infirmary,  when  the  late 
Professor  Leishman  had  charge  o£  the  Gynascological 
Ward,  A  Avoman  was  sent  up  from  the  out-patient 
department  after  several  attempts  had  been  made  to 
replace  a  similarly  displaced  gravid  uterus.  On  the  fol- 
lowing day  when  Professor  Leishman,  prior  to  making 
further  attempts  at  replacement  examined  the  patient,  he 
found  the  uterus  in  its  normal  position. 

Case  2.  Incarcerated  retroverlecl  gravid  uterus  ;  abdo- 
minal section ;  cystotomy  and  replacement  of  uterus ; 
recovery,  and  continuance  of  pregnancy  to  fidl  time. — 
This  unique  case  Avas  fully  described  by  Professor 
Murdoch  Cameron  at  the  Annual  Meeting  of  the  British 
Medical  xlssociation  in  July,  1896.  The  full  details 
regarding  it  will  be  found  in  the  '  British  Medical 
Journal/  October  31st,  1896.  Briefly  told  the  case  was 
as  follows  : 

Mrs.  M — ,  five-para,  aged  35,  when  eighteen  weeks 
pregnant  Avas  seen  by  Professor  Cameron  in  consultation 
with  her  medical  attendant,  on  December,  12th,  1895, 
and  was  afterAvards  conveyed  to  the  Western  Infirmary  to 
be  under  his  care.  The  pregnancy  presented  nothing 
abnormal  until  the  beginning  of  the  fourteenth  Aveek, 
Avhen  a  difficulty  m  passing  urine  began  to  be  ex- 
perienced. This  continued  for  three  weeks  before  the 
catheter  Avas  passed.  When  this  Avas  done  for  the  first 
time,  on  December  3rd,  eighty  ounces  of  urine  Avere 
withdraAvn.  On  the  following  day  the  distension  Avas  as 
great  as  ever,  and  again  a  large  amount  of  urine  Avas  re- 
moved. Mixed  Avith  the  urine,  hoAvever,  there  Avas  a  large 
quantity  of  blood.  This  ha3maturia  continued  until  her 
admission  to  hospital.  When  admitted  to  Ward  VII  it 
was  found  that  the  abdomen  was  greatly  distended  by  a 
doughy  swelling.  Per  vaginani  the  os  could  only  be 
reached  Avith  the  patient  under  chloroform,  and  Avas 
found  situated  above  the  sj'mphysis  pubis  ;  the  posterior 
lip  seemed    continuous    with    tlie    large  bulky   mass  com- 
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pletely  filling  and  firmly  impacted  in  the  pouch  of 
Douglas.  The  patient's  condition  being  so  critical  Pro- 
fessor Cameron  performed  abdominal  section  on  the 
following  day.  Previous  to  the  operation  the  bladder 
was  repeatedly  washed  out.  Numerous  blood-clots, 
shreds  of  mucus,  etc.,  came  away  in  the  washings,  and 
once  a  narrow  cast  fourteen  inches  long  of  the  thickness 
of  a  quill  pen. 

-After  cutting  through  the  abdominal  parietes  the 
bladder  was  opened  and  emptied  of  its  blood- clots,  when 
the  organ  contracted  like  a  puerperal  uterus.  The  retro- 
verted  uterus  Avas  then  with  difficulty  replaced  by  Prof. 
Cameron  pulling  it  up  from  above  while  I  pushed  from 
below.  The  bladder  wound  was  then  stitched  with  silk 
and  the  abdominal  wound  closed  with  silkworm  gut. 

The  woman  made  an  uninterrupted  recovery.  She  was 
delivered  with  forceps  at  full  time  of  a  large  healthy  male 
child. 

This  case,  it  need  hardly  be  said,  is  of  most  peculiar 
interest  and  value.  Many  points  might  be  referred  to, 
such  as  the  long  continuance  of  the  dysuria  prior  to  a 
diagnosis  being  made,  the  enormous  distension  of  the 
bladder,  the  occurrence  of  free  liEemorrhage  into  its  cavity 
after  catheterisation,  and  the  expulsion  from  it  of  a  blood- 
cast,  presumably  of  the  ureter,  etc. 

All  these,  however,  sink  into  insignificance  compared 
with  the  brilliancy  of  the  conception  and  execution  of  the 
operation  adopted  by  Prof.  Cameron. 

Until  quite  recently  the  only  treatment  for  irreducible 
cases  of  retro-displacement  was  to  empty  the  uterus 
through  the  cervix,  or,  if  that  was  impossible,  to  puncture 
the  fundus,  as  Hunter  taught ;  or  to  incise  and  empty  it 
from  the  vagina,  as  Sanger  suggested  {'  Centralblatt  fur 
Gyn.'  1894,  p.  174)  ;  or  to  extirpate  the  organ,  as  suggested 
and  carried  out  by  Olshausen  and  others.  Laparatomy 
for  this  condition  was,  of  course,  suggested  years  ago. 
Burns,  for  example,  in  the  tenth  edition  of  his  text-book, 
published  in  1S43,  says,  p.  298  : — "  It  has  also  been  asked 
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whether  it  would  not  be  allowable  to  make  an  incision 
into  the  abdomen  and  pull  up  the  uterus.  The  section  of 
the  symphysis  has  also  been  proposed. ^^ 

As  far  as  can  be  gathered,  however,  Cameron  in  this 
case,  in  1896,  and  Jacobs  in  the  '  Journal  d^Accouche- 
ments/  April  10th,  1898  (reference  to  this  paper  will  be 
found  in  the  Epitome,  '  Brit.  Med.  Journ,/  June  4th,  1898), 
are  the  two  who  have  brought  the  operation  within  the 
range  of  practical  obstetrics.  Others,  especially  Mann, 
in  America,  have  since  written  on  the  subject.  Jacobs, 
in  the  paper  mentioned,  informs  us  that  he  has  performed 
the  operation  eleven  times.  In  ten  of  the  cases  pregnancy 
continued  to  full  time,  and  once  abortion  followed  the 
operation. 

Case  3.  Partial  retroversion  [sacculation)  of  the  yravid 
uterus  icifh  myoma  of  the  anterior  wall. — Mrs.  M — ,  aged 
25,  was  admitted  to  Ward  VII  on  December  19tli,  1899. 
She  complained  of  a  "  bearing  down  "  pain  in  the  abdo- 
men of  two  days'  duration.  Menstruation,  which  began 
at  the  age  of  fifteen,  had  ahvays  been  regular.  Her  last 
period  occurred  four  months  ago,  just  a  week  prior  to  her 
marriage. 

The  breasts  were  full,  and  some  secretion  could  be  ex- 
pressed from  them.  There  had  been  morning  sickness 
for  some  weeks.  On  examination  the  abdomen  was  found 
distended  to  the  extent  of  a  six  months'  pregnancy  by  a 
tumour,  hard  in  consistency,  and  rather  fuller  on  the  right 
than  the  left  side.  No  foetal  heart-sound  could  be  heard. 
The  tumour  was  only  very  slightly  moveable. 

On  the  day  following  admission  the  case  was  examined 
by  Prof.  Cameron,  myself,  and  others.  On  making  a 
bimanual  examination  the  cervix  was  felt  displaced  up- 
wards and  towards  the  symphysis  pubis  by  a  firm  elastic 
tumour,  which  projected  down  into  the  pouch  of  Douglas. 
The  tumour  was  continuous  with  the  one  above  the  brim 
of  the  pelvis.  A  distinct  depression  could  be  felt  between 
the  cervix   and  the   swelling   projecting   into  the    pelvis. 
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although  the  posterior  lip  of  the  cervix  seemed  to  be  con- 
tinuous with  the  lowermost  wall  of  the  tumour. 

The  question  arose  whether  the  case  was  one  of 
myomata  complicating  pregnancy,  or  a  "  partial  "  retro- 
version of  the  gravid  uterus.  Under  chloroform  the 
diagnosis  became  clear,  and  the  sacculated  projecting 
portion  of  the  uterus  was  pushed  up  by  Prof.  Cameron. 
It  was  then  found  that  there  also  existed  a  myoma  of  the 
anterior  wall. 

The  patient  Avas  dismissed  a  few  days  later  perfectly 
well.  Prior  to  her  dismissal  I  examined  her  and  found 
the  cervix  normal  in  position  and  no  trace  of  the  saccula- 
tion of  the  posterior  wall. 

This  case  is  of  interest  because  it  is  an  example  of  the 
rarest  of  all  backward  displacements  of  the  gravid  uterus, 
viz.  the  partial  or  incomplete  variety.  Probably  tbe  sac- 
culated condition  of  the  posterior  wall  was  caused  in  this 
case  by  the  myoma  on  the  anterior  wall  not  only  pre- 
venting the  anterior  wall  expanding,  but  also  leading  to  a 
retroversion  of  the  organ.  This  retroversion  was  also 
undoubtedly  favoured  by  the  rigidity  of  the  abdominal 
parietes  ;  the  woman  was  a  primipara. 

Partial  retro-displacement,  it  would  appear,  may  result 
from  a  pregnancy  occurring  in  a  retroflexed  or  retroverted 
uterus,  and  where  as  the  pregnancy  advances  the  organ 
onl}-  partially  rights  itself.  It  may  be  caused  also  by  the 
posterior  wall  of  the  uterus  being  fixed  by  adhesion  in  the 
pouch  of  Douglas,  and  the  anterior  wall  becoming  more  and 
more  distended.  Lastly,  it  may  result  from  the  presence 
of  tumours — an  ovarian  tumour,  as  in  a  case  reported  by 
Croom  {'  Edin.  Med.  Journ.,'  vol.  xl,  p.  289),  or  a  myoma, 
as  in  the  case  just  described  by  myself,  and  in  the  case  of 
Diihrssen  {' Centralblatt  fiir  Gynakologie,'  No.  51,  1889). 

Case  4.  Extra-uterine  pregnancy  simulating  a  retro- 
ftexion  of  the  gravid  uterus. — J.  C — ,  aged  30,  iii-para, 
was  admitted  to  the  Western  Infirmary,  March  11th, 
1898,  while  I  had  charge  of  Ward  VII  in  Prof .  Cameron's 
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absence.  The  patient  complained  of  pain  in  the  right 
side,  and  difficulty  of  micturition  and  defascation  of  four 
weeks'  duration.  She  had  had  two  children,  the  last  eisrht 
years  ago.  Menstruation  had  always  been  regular  since 
age  of  fifteen.  Her  last  period  was  on  November  12th. 
About  four  weeks  prior  to  admission  she  began  to  have 
pain  in  the  lower  part  of  her  abdomen.  A  week  later  she 
took  to  bed,  where  she  remained  until  transferred  to 
hospital.  While  confined  to  bed  she  had  considerable 
difficulty  in  passing  urine  and  very  obstinate  constipation. 

On  bimanual  examination  the  cervix  was  found  pressed 
against  the  symphysis  j^^^is  and  higher  than  normal. 
This  was  caused  by  a  large  tumour  filling  ujj  the  pouch  of 
Douglas  and  extending  slightly  above  the  brim.  There 
seemed  to  be  a  certain  amount  of  mobility  in  the  tumour. 
On  careful  palpation  the  anterior  wall  of  the  uterus  seemed 
to  be  continuous  with  the  upper  part  of  the  tumour,  and 
the  posterior  lip  of  the  cervix  with  the  lowermost  part. 

I  had  no  hesitation  in  making  the  diagnosis  of  retro- 
flexion of  a  gravid  uterus,  a  diagnosis  that  the  patient's 
medical  attendant  had  made  before  sending  her  to  hos- 
pital. Attempts  at  replacement  under  chloroform  were 
made,  but  although  the  tvimour  could  be  raised  it  was 
impossible  to  get  it  completely  above  the  promontory  of 
the  sacrum. 

For  some  days  after  these  manipulations  there  were 
bleeding  and  pain  in  the  lower  part  of  the  abdomen. 
These  symptoms,  howevei^,  disappeared  with  rest  and 
morphia  suppositories.  Some  ten  days  later  she  was 
again  carefully  examined  under  chloroform,  when  I  began 
to  be  doubtful  about  the  correctness  of  the  diagnosis. 
The  condition  of  the  parts  was  exactly  the  same  as  on 
her  admission. 

On  the  day  following  the  second  examination.  Prof. 
Cameron  having  returned,  we  saw  the  case  together,  and 
he  quite  agreed  that  it  had  all  the  appearances  of  retro- 
flexion of  the  gravid  uterus.  However,  as  the  patient's 
condition   was  not  very  satisfactory,  he   advised   passing 
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the  sound,  which  was  done.  It  passed  into  the  organ 
about  three  inches  in  the  normal  direction.  The  case  was 
therefore  cleared  up.  The  abdomen  was  opened,  and  a 
large  sac  of  an  extra-uterine  pregnancy  moulded  to  the 
posterior  wall  of  the  uterus  removed.  It  was  adherent  to 
the  surrounding  parts,  and  was  situated  exactly  in  the 
middle  line  deep  in  the  pouch  of  Douglas.  The  preg- 
nancy had  advanced  to  almost  the  fourth  month  to  judge 
by  the  foetus  contained  in  the  sac. 

This  case  has  been  brought  forward  along  with  the 
others  to  illustrate  an  error  in  diagnosis  that  sometimes 
occurs,  viz.  the  mi.staking  an  extra-uterine  pregnancy  for 
a  retro-displaced  gravid  uterus. 

If  search  is  made  of  the  literature  on  the  subject, 
many  examples  of  this  mistake  will  be  found.  Most  of 
the  text-books  on  midwifery  mention  it,  and  not  a  few 
monographs  and  communications  to  various  societies  exist 
on  the  subject.  For  example,  in  vol.  xxxix  of  this 
Society's  '  Transactions,'  two  cases  w^ill  be  found  reported 
by  Dr.  Giles,  and  in  the  '  Edinburgh  Obstetrical  Transac- 
tions '  there  are  two  communications  by  Dr.  Barbour,  the 
last  in  vol.  xix,  p.  156. 

As  illustrating  the  danger  of  the  mistake,  I  would 
mention  the  case  reported  by  Van  der  Ha3ven,  and  briefly 
described  in  Epitome  No.  318,  '  Brit.  Med.  Journ.,'  1898, 
vol.  i.  The  case  was  that  of  a  primipara  three  months 
pregnant,  where  a  diagnosis  of  retroversion  of  the  gravid 
uterus  was  made.  After  the  tumour  in  Douglas's  pouch 
was  apparently  replaced,  profound  collapse  came  on,  and 
a  retro-uterine  hajmatocele  formed,  evidently  from  rupture 
of  a  gravid  tube. 

Undoubtedly  the  diagnosis  between  the  two  conditions 
is  often  difficult.  Indeed,  judging  by  the  reported  cases 
the  symptoms  may  be  almost  exactly  similar.  The  fact, 
however,  that  with  extra-uterine  pregnancy  one  usually 
gets  a  history  of  irregular  discharges  of  blood,  that  the 
retention  of  urine  is  seldom  so  complete,  that  the  contour 
of  the  sac  is  less  uniformly  smooth,  and  that  the  cervix  is 
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seldom  so  much  displaced  upwards,  will  usually  clear  up 
the  diagnosis. 

Barnes,  in  his  '  Lectures  on  Obstetric  Operations ' 
(fourth  edition),  speaking  of  the  subject  at  p.  276,  lays 
special  stress  on  the  position  of  the  cervix.  He  saj's  : — 
"  One  general  fact  of  great  service  in  forming  a  diagnosis 
is  this  : — Almost  all  bodies  which  get  into  Douglas's  pouch 
come  from  above,  and  so  push  the  uterus  not  only 
forwards,  but  at  the  same  time  downwards,  thus  bringing 
the  OS  uteri  within  easy  reach  and  pointing  downwards. 
On  the  other  hand,  retroversions  of  the  uterus  lift  the 
OS  upwards  and  tend  to  throw  it  forwards."  Theoretically 
that  may  be  correct,  but  in  practice  it  is  not  always  so, 
as  witness  Barbour's  case,  where  the  cervix  was  "  above 
reach,"  and  the  case  I  have  reported,  where  it  was  dis- 
tinctly higher  than  usual. 

The  irregular  discharges  of  blood  so  helpful  in  the 
differential  diagnosis,  as  pointed  out  by  Barbour,  are  not 
always  present,  as  in  my  case  they  occurred  only  after 
manipulative  attempts  at  replacement.  Undoubtedly  the 
point  that  is  of  the  greatest  importance  in  the  diagnosis 
of  obscure  cases  is  that  with  extra-uterine  pregnancy  the 
retention  of  urine  is  never  so  complete  as  with  a  retro- 
displacement. 

In  conclusion,  I  desire  to  express  my  thanks  to  Prof. 
Cameron  for  so  kindly  placing  at  my  disposal  the  cases  I 
have  described. 

The  President  once  exaiuined  a  case  where  the  cervix  lay  to 
the  right  and  a,  soft  elastic  mass  filled  Douglas's  pouch  and  the 
left  fornix.  He  at  first  suspected  extra-uterine  pregnancy,  but 
kept  the  patient  at  rest  for  a  day  or  two  instead  of  opening  the 
abdomen.  Then  he  found  that  tbe  pelvic  mass  had  risen  into 
the  abdominal  cavity.  Delivery  afterwards  occurred  at  term. 
When  exploring  a  doubtful  case  of  this  kind  under  anaesthetics 
the  surgeon  is  naturally  careful  lest  he  should  burst  a  gravid 
tube  after  taking  it  for  a  reducible  displaced  uterus.  The 
President  referred  to  Unterberger's  case  ('  Monatsschr.  f .  Geb.  u. 
Gyn.,'  March,  1900)  where  a  gravid  uterus,  displaced  by  a  bad 
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fall  in  the  first  mouth,  obstructed  the  bladder,  which  became 
distended  and  forced  open  the  urachus.  The  urine  then  passed 
entirely  through  the  umbilicus.  Rupture  of  an  ovarian  cyst 
through  the  umbilicus  was  diagnosed,  but  Uuterberger  emptied 
the  suspected  cyst  by  passing  the  catheter  first  through  the 
umbilicus  and  then  through  the  urethi-a.  The  uterus,  retroverted 
and  retroflexed,  sacculated  and  partially  incarcerated,  righted 
itself,  and  delivery  occurred  at  the  fifth  month. 

Dr.  Arthur  Giles  said  that  as  Dr.  Munro  Kerr  had  referred 
to  the  two  cases  he  had  recorded  in  the  Society's  'Transactions,' 
in  which  an  extra-uterine  gestation  was  mistaken  for  retroversion 
of  the  gravid  uterus,  he  need  not  dwell  on  these ;  but  he  called  at- 
tention to  a  case  in  which,  as  in  the  President's  case,  a  retroverted 
uterus  simulated  ectopic  gestation.  He  had  seen  the  case  with  Dr. 
Martin,  of  Clapham  Junction.  Under  an  anaesthetic  the  mass  in 
Douglas's  pouch  was  reduced,  and  it  then  appeared  to  be  dis- 
tinctly bilobed  ;  the  mass  on  the  left  felt  like  a  gravid  tube. 
The  patient  had  had  sharp  i)ain  on  the  left  side.  He  advised 
watching  the  case  for  a  fortnight,  and  at  the  end  of  that  time 
the  uterus  had  resumed  its  normal  shape.  The  patient  mis- 
carried about  two  months  later. 

Dr.  Lewers  said  that  the  case  in  which  Prof.  Cameron  had 
opened  the  abdomen  for  retroversion  of  the  gravid  uterus  vnth. 
retention  of  urine  was  one  that  seemed  to  him  to  call  for  some 
comment.  He  thought  it  would  be  a  matter  of  regret  if  abdo- 
minal section  for  this  condition  should  be  acquiesced  in  by  the 
Society  as  being  a  recognised  mode  of  treating  cases  of  this 
kind.  In  his  experience  at  the  London  Hospital,  extending  over 
a  period  of  nearly  fifteen  years,  he  had  seen  some  three  cases 
per  annum  of  reti'oversion  of  the  gravid  utei'us  with  retention 
of  urine.  In  many  of  these  cases  the  retention  had  been  ex- 
treme ;  in  many  more  than  five  pints  of  urine  had  been  drawn 
off,  and  in  two  of  the  cases  at  least  the  urine  withdrawn  had 
been  obviously  mixed  with  blood.  Yet  in  all  these  cases,  forty 
or  more,  there  had  never  been  the  least  ground  for  suggesting 
such  a  severe  mode  of  treatment  as  abdominal  section.  The 
treatment  adopted  after  emptying  the  bladder  had  been  either 
immediate  replacement,  generally  under  anaesthesia — and  Dr. 
Lewers  believed  anaesthesia  was  of  great  value  in  facilitating  the 
manual  replacement  of  the  uterus — or,  as  an  alternative,  rest  in 
bed  and  the  regular  evacuation  of  the  bladder  for  a  few  days. 
The  utenis  then  I'ose  up  spontaneously.  The  author  of  the 
paper  had  mentioned  that  in  one  of  his  cases  this  treatment  had 
been  adopted,  and  that  to  his  surprise  the  uteius  had  gone  up 
into  its  place.  Dr.  Lewers  believed  that  the  treatment  in 
question  had  been  recognised  and  taught  by  most  London 
teachers  of  obstetrics  for  many  years.  In  Prof.  Cameron's  case 
he  suggested  that  the  urethra  might  have  been  dilated,  and  the 
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clots  removed  from  tlie  bladder  with  polypus  forceps  and  irriga- 
tion, and  that  if  the  bladder  had  then  been  kept  empty  for  a 
few  days  with  the  patient  at  rest  in  bed,  spontaneous  replace- 
ment of  the  uterus  would  probably  have  occurred. 

Dr.  BoxALL  wished  to  emphasise  the  advantage  of  rest,  and 
specially  of  chloroform,  in  reducing  the  impacted  uterus.  In 
his  experience  many  cases  yielded  to  such  treatment  even  when 
at  first  they  had  presented  unusual  difficulty,  and  in  all  cases 
the  use  of  an  anaesthetic  enabled  reposition  to  be  effected  with 
the  employment  of  less  force,  and,  consequently,  with  less  risk 
of  damage  to  the  uterine  contents.  Indeed,  in  not  a  feAv  cases 
the  uterus  regained  its  position  spontaneously.  Quite  recently 
a  case  had  been  under  his  observation  which  well  illustrated 
this  point.  It  was  a  case  of  retroverted  gravid  uterus  with  a 
fibroid  in  the  posterior  wall  simulating  and  mistaken  for  an 
extra-uterine  pregnancy.  When  the  case  fii'st  came  under 
observation  the  uterus  was  imj^acted,  and  no  reasonable 
amount  of  force,  i.  e.  considering  the  risk  of  damage  likely  to 
result,  gave  relief;  but  a  few  days  in  bed,  followed  by  an  anaes- 
thetic, allowed  the  uterus  to  spontaneously  regain  its  position. 
Then  the  true  nature  of  the  case  at  once  became  apparent. 

Dr.  Charles  Morris  referred  to  a  case  he  saw  in  Dr. 
Matthews  Duncan's  wards,  in  which  the  pressure  on  the  urethra 
had  caused  extreme  retention  of  urine  with  copious  hsematuria; 
this  was  followed  by  the  passage  jjer  ^irethram  of  the  whole 
mucous  membrane  of  the  bladder  in  one  piece.  The  patient 
recovered  with  complete  power  over  the  bladder.  Even  with 
such  an  amount  of  pressure  abdominal  section  was  not  required, 
and  he  thought  few  cases  would  call  for  such  an  operation. 
When  firm  adhesions  existed  which  bound  down  the  uterus  in 
its  abnormal  position  perhaj^s  abdominal  section  might  be 
required,  but  he  imagined  that  in  such  cases  abortion  Avould 
probably  occur  at  an  earlier  i^eriod  than  operation  would  be 
considered  necessary. 

Dr.  Roberts  asked  Dr.  Kerr  with  regard  to  the  fourth  case 
related,  in  which  the  extra-uterine  pi*egnancy  simulated  and 
was  mistaken  for  retroflexion  of  the  gravid  uterus,  if  it  was 
one  of  extra-peritoneal  hsematocele  ?  Dr.  Roberts  pointed  out 
that  with  care,  and  especially  if  an  anaesthetic  were  given,  the 
dangerous  mistake  might  be  avoided,  although  the  conditions 
appeared  similar,  for  in  intra-peritoneal  haematocele  the  one 
distinguishing  sign  is  the  presence  of  the  body  of  the  uterus 
lying  above  the  pubes  and  in  front  of  the  swelling,  whereas  in 
retroversion  the  body  of  the  uterus  is,  of  course,  absent  from 
this  situation.  Dr.  Cullingworth  had  particularly  pointed  this 
out  in  his  paper  on  "  Tubal  Gestation  with  special  reference  to  its 
Early  Diagnosis  and  Ti-eatment,"  read  before  the  Oxford  Medical 
Society,  November  12th,  1897.    With  regard  to  the  case  (No.  2) 
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which  Dr.  Munro  Kerr  related,  where  the  abdomen  and  bladder 
had  been  opened  in  order  to  release  the  incarcerated  retroverted 
gravid  uterus,  Dr.  Roberts  could  not  see  why  such  a  proceeding 
should  ever  be  necessary ;  he  certainly  had  never  seen  or  heard 
of  a  case ;  and  among  a  large  number  of  cases  treated  at  St. 
Bartholomew's  Hospital  such  treatment  had  never  yet  been 
adopted. 

Dr.  Amand  Routh  had  seen  a  case  of  impacted  retroverted 
gravid  uterus  diagnosed  as  hsematocele,  but  an  examination  under 
anaesthesia  would  always  clear  up  the  diagnosis.  He  had  not 
yet  seen  a  case  incapable  of  reposition  without  abdominal  section. 
He  had  now  in  his  ward  at  Charing  Cross  Hospital  a  case  where 
retention  of  urine  with  this  condition  had  persisted,  with  over- 
flow, for  the  fourteen  days  before  admission,  and  where  154 
ounces  of  urine  had  been  drawn  off.  It  had  taken  three  weeks 
for  the  bladder  to  nearly  recover  its  muscular  tone,  and  even 
now  there  was  about  an  ounce  of  residual  urine,  and  pus  was 
still  present  in  the  deposit. 

Mr.  Butler-Smythe  asked  how  long  the  efforts  at  reduction 
had  been  kept  up  previous  to  the  operation  in  Case  2  r"  He 
thought  abdominal  section  in  such  cases  was  uncalled  for,  and 
an  unnecessarily  severe  procedure,  inasmuch  as  it  added  much 
danger  to  the  result  so  far  as  the  patient  was  concerned.  He 
quite  agreed  with  those  who  criticised  the  operative  treatment 
resorted  to.  Personally  he  liad  never  met  with  a  case  which 
required  such  treatment. 

Dr.  Herbert  Spencer  had  seen  a  good  many  cases  of  retro- 
version of  the  gravid  uterus,  but  had  not  met  with  one  in  which 
it  had  not  been  possible  to  replace  the  organ.  He  had,  however, 
known  several  cases  in  which  the  replacement  had  not  been 
effected  at  the  first  attempt,  others  in  which  the  organ  had 
righted  itself  after  ineffectual  attempts  at  replacement,  and 
others  in  which  the  replacement  had  at  first  not  been  complete 
(possibly  owing  to  slight  adhesions),  in  which,  by  the  exercise 
of  a  little  patience  and  by  keeping  the  bladder  emjity,  the  uterus 
had  been  enabled  to  return  to  its  normal  position.  He  con- 
sidered that  the  only  cases  requiring  abdominal  section  were 
those  cases  in  which  the  retroverted  organ  was  fixed  by  strong 
adhesions. 

Dr.  Munro  Kerr  remarked  that  it  was  no  argument  for  Dr. 
Lewers  and  others  to  question  the  advisability  of  performing 
abdominal  section  for  irreducible  reti'o-displacement,  because 
they  had  never  met  with  such  cases.  Tbey  might  criticise  the 
alternative  treatment,  but  there  was  absolutely  no  doubt  that 
sometimes  the  uterus  could  not  be  replaced  by  the  ordinary 
means.  In  support  of  this  he  referred  to  Hunter's  historical 
case,  when,  on  post-mortem  examination,  the  fundus  could  only 
be  raised  after  the  symphysis  had  been  divided,  to  the  treat- 
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ment  considered  necessary  by  Olshausen  and  others  of  extirpating 
the  organ  because  they  could  not  replace  it,  and  to  a  case  of 
Jacobs,  when,  after  opening  into  the  abdomen,  the  latter  could 
only  raise  the  fundus  after  separating  the  adhesions  that  fixed 
it  in  the  pouch  of  Douglas.  Finally,  he  said  he  was  perfectly 
well  aware  that  cases  of  irreducible  retro-displacement  were  veiy 
rare  indeed ;  but  all  he  claimed  was  that  they  occasionally  were 
to  be  met  with,  and  that  abdominal  section  should  be  performed 
instead  of  extirpating  or  incising  the  uterus,  etc. 


MAY  2nd,  1900. 

Alban  Doran,   F.R.C.S.,  President,  in  the  Chair. 

Present  28  Fellows. 

Books  were  presented  by  the  Society  of  the  New  York 
Hospital  Staff,  the  New  York  Obstetrical  Society,  the 
Societe  des  Sciences  Medicales  de  Lyon,  Dr.  Robinski,  and 
Dr.  Hey  wood  Smith. 

William  Francis  Victor  Bonney,  M.D.,  and  Hugo  Adolf 
Levison,  M.D.,  were  admitted  Fellows  of  the  Society. 


LARGE  FIBRO-MYOMA  OF  THE  CERVIX  RE- 
MOVED BY  ENUCLEATION,  FOLLOWED  BY 
VAGINAL    HYSTERECTOMY. 

Shown  by  De.  Walter  Tate. 

This  specimen  was  removed  from  a  patient  aged 
49,  who  had  had  eight  children  and  two  miscarriages. 
The  last  child  was  born  fifteen  years  ago.  Five  years 
ago  she  suffered  from  severe  hasmorrhage,  and  a  tumour 
was  removed  per  vaginam  at  St.  Mary's  Hospital.  After 
this  the  periods  were  regular  till  October,  1898,  when 
she  began  to  have  severe  floodings,  and  the  periods  were 
greatly  pi'olonged  and  excessive.  She  kept  about  her 
work   for  a  time,  but  became   so  weak  and  ill  that  she 
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had  to  go  into  the  Marjlebone  Infirmary  for  six  weeks, 
■where  she  was  treated  medically.  Operation  was  ad- 
vised, but  the  patient  was  unwilling  to  submit  to  it, 
and  left  the  Infirmary.  After  this  she  rested  at  home 
for  about  five  months,  the  haemorrhage  being  more  or 
less  continuous  all  the  time.  She  then  managed  to  do  a 
little  work  for  three  months,  but  on  October  21st,  1899, 
she  was  suddenly  seized  with  violent  pain  in  her  back 
and  inability  to  pass  water.  The  following  day  she 
managed  to  pass  a  large  quantity  of  urine,  and  came 
up  to  see  Dr.  Tate  at  the  Samaritan  Hospital  in  the 
afternoon.  On  examination  there  was  a  firm  tumour 
reaching  up  to  the  umbilicus  ;  ^j^er  vaginam  the  anterior 
and  left  lip  of  the  cervix  was  greatly  thinned  and 
stretched  over  a  smooth  rounded  tumour,  which  had 
expanded  the  right  and  posterior  portion  of  the  cervix, 
bulging  down  the  vaginal  roof,  and  filling  the  posterior 
part  of  the  pelvis.  This  tumour  in  the  cervix  was  con- 
tinuous with  the  tumour  felt  on  abdominal  examination. 
The  patient  was  admitted  under  the  care  of  Mr.  Malcolm 
on  December  1st.  She  remained  in  the  hospital  for 
some  time  resting,  as  she  had  a  very  profuse  period  after 
admission,  and  then  had  an  attack  of  influenza.  After 
this  she  was  sent  to  a  convalescent  home  for  a  fortnight, 
and  on  her  return  to  the  hospital  had  another  very  pro- 
fuse flooding.  After  consultation  between  Mr.  Malcolm 
and  Dr.  Tate,  it  was  decided  that  it  would  be  safer  to 
endeavour  to  remove  the  tumour  by  the  vaginal  route 
by  enucleating,  being  prepared  to  completely  remove  the 
uterus,  if  it  seemed  advisable.  On  February  27th,  1900, 
incision  was  made  over  the  expanded  posterior  lip  down 
on  to  the  surface  of  the  tumour.  Free  haemorrhage 
occurred  during  enucleation,  and  the  abdominal  aorta 
was  compressed  by  an  assistant  to  control  the  bleeding. 
After  a  large  mass  of  the  tumour  had  been  removed,  it 
was  seen  that  removal  of  the  whole  uterus  would  give 
the  patient  the  best  chance  of  recovery,  so  an  incision 
was  made  through   the  vaginal  reflection  in    front  of  and 
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behind  the  cervix^  the  bladder  separated  in  front,  and 
the  uterine  arteries  tied.  It  was  then  necessary  to 
enucleate  more  of  the  tumour  to  diminish  its  bulk,  and 
to  allow  ligation  of  the  middle  and  upper  parts  of  the 
broad  ligaments.  The  patient  bore  the  operation  well, 
and  made  an  uninterrupted  recovery.  The  tumour 
removed  weighed  2  lbs.  6  oz.  After  removal  of  the 
uterus,  the  cavity  from  which  the  fibroid  had  been 
enucleated  was  seen  to  be  very  thin-walled  and  as  large 
as  a  foetal  head.  The  cervical  canal  passed  upwards 
along  the  anterior  and  left  aspect  of  the  mass.  The 
tumour  appeared  to  have  expanded  the  cervix  up  to  the 
level  of  the  internal  os,  but  if  the  level  of  the  peritoneal 
reflection  anteriorly  can  be  taken  to  represent  the  level 
of  the  internal  os,  the  tumour  did  not  appear  to  have 
invaded  the  body  of  the  uterus.  The  latter  can  be 
clearly  made  out  of  normal  size  lying  on  the  top  of  the 
expanded  cervix. 

In  reply  to  Dr.  Heywood  Smith,  Dr.  Tate  said,  that 
he  did  not  decide  to  remove  this  uterus  on  account  of 
the  free  hasmorrhage  which  occurred  in  the  early  stage 
of  the  operation,  but  because  he  considered  that  when 
such  an  extensive  enucleation  was  necessary,  leaving  a 
large  cavity,  and  probably  portions  of  bruised  fibroid 
tissue,  the  risks  of  sloughing  of  any  retained  portions  of 
fibroid  tissue  followed  by  septic  infection,  were  greater 
than  the  slightly  increased  risk  of  the  complete  extirpa- 
tion of  the  uterus. 


Dr.  Heywood  Smith  would  ask  Dr.  Tate  on  what  grounds 
lie  concluded,  that  the  fibroid  shown  was  a  cervical  fibroid  which 
had  grown  upwards.  Part  of  the  tumour  was  evidently  sessile 
at  the  fundus,  and,  inasmuch  as  fibroids  of  the  body  are  more 
frequent  than  of  the  cervix,  was  it  not  more  probable  that  it 
began  there  ?  or  i^ei'chance  that  the  tumour  was  a  multiple 
fihroid,  jmrt  of  which  was  developed  in  or  was  pushed  down  to 
the  cervix. 

Dr.  Herbert  Spencer  thought  that  cases  of  cervical 
fibroids  should  usually  be  ti-eated  by  enucleation.  He  had 
recently  operated  thus  in  a  case  of  interstitial  cervical  fibroid 
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of  the  size  of  a  duck's  egg,  afterwards  sewing  up  tiae  cavity, 
which  healed  by  first  iuteution.  In  Dr.  Tate's  specimen,  in 
which  the  tumour  was  large  and  invaded  the  body,  the  capsule 
of  the  tumour  was  so  thin  that  he  thought  hysterectomy  was 
the  more  suitable  treatment,  especially  as  severe  haemorrhage 
occurred,  and  the  tumour  had  not  been  completely  enucleated. 

Mr.  Butler  Smythe,  who  had  assisted  at  Dr.  Tate's  opera- 
tion, considered  that  the  extirpation  of  the  uterus  was  abso- 
lutely necessary,  owing  to  the  uncontrollable  haemorrhage  which 
occurred  during  the  enucleation  of  the  fibroid.  He  thought 
such  a  tumour  could  have  been  removed  per  abdomen  with 
much  less  risk. 

Dr.  Galabin  formerly  was  reluctant  to  undertake  abdominal 
hysterectomy  for  a  large  cervical  fibroid,  but  had  modified  his 
opinions  of  late.  In  one  case  recently  he  had  found  the  opera- 
tion answer  well,  when  enucleation  would  have  been  very 
difficult  or  impossible.  Two  years  before  he  had  partially 
detached  the  tumour,  which  reached  down  to  the  extei'nal  os, 
hoping  that  the  uterus  would  expel  it,  and  believing  it  to  be  a 
fibroid  involving  body  and  cervix  together.  He  found  it  so 
difficult  to  arrest  haemorrhage,  that  he  desisted  from  further 
attempts  ^je?'  vaqinam,  and  the  tumour  re-united  where  it  had 
been  separated.  Lately,  the  patient  returned  extremely 
blanched  by  haemorrhage,  and  the  tumour  was  found  to  have 
grown  outwardly  into  the  upper  part  of  the  broad  ligaments.  On 
opening  the  abdomen,  he  found  a  normal  uterus  above  the  top 
of  a  large  cervical  fibroid,  which  filled  the  j^elvis  and  stripped 
up  the  peritoneum  from  the  whole  of  it,  occupying  both  broad 
ligaments.  He  succeeded  in  enucleating  it  and  performing 
panhysterectomy,  but  could  not  secure  the  uterine  arteries 
supplying  the  tumour  till  the  tumour  had  been  removed,  long 
Doyen's  clamps  being  placed  beneath  it.  The  vessels  were 
then  tied  individually,  and  the  peritoneum  sewn  together  above. 
The  patient  suffered  very  little  shock,  though  the  operation 
lasted  over  two  hours,  and  was  recovering  well. 


CASE  OF  SUPPURATING  OVARTAX  CYST  OB- 
STRUCTING LABOUR,  REMOVED  BY  ABDO- 
MINAL SECTION  EIGHTEEN  MONTHS  LATER. 

Shown  by  Dr.  Walter  Tate. 

The    patient  from    whom  this  specimen   was    removed 
was    a    married    woman    asred    29.      She    was  delivered 


OBSTRDCTIXG    LABOUR.  165 

of  her  first  cliild  at  full  term  in  April^  1893^  without  auv 
difiiculty.  In  January,  1894,  she  attended  Vincent 
Square  Hospital  for  prolapse,  and  was  told  she  had  a 
tumour  as  lai'ge  as  an  orange  behind  the  womb.  The 
second  pregnancy  ended  in  a  miscarriage  at  five  and  a 
half  months  in  February,  1896.  She  was  attended  in 
the  maternity  department  of  St.  Thomases  Hospital,  and 
the  Obstetric  House  Physician  on  this  occasion  discovered 
a  tumour  lying  in  the  pelvis  which  he  took  to  be  a  fibroid. 
In  February,  1897,  when  seven  months  pregnant,  she 
attended  the  out-patient  department  of  the  Westminster 
Hospital,  and  thinks  something  was  done  to  bring  on 
labour.  Shortly  after  this  labour  came  on,  and  was  com- 
pleted without  any  difficulty.  She  became  pregnant 
again  for  the  fourth  time  in  November,  1897,  and  labour 
came  on  in  August,  1898.  As  the  clerk  was  unable  to 
make  out  the  presentation,  the  Obstetric  House  Phj^sician 
was  sent  for,  and  found  a  tumour  in  the  pelvis  obstructing 
the  passage.  Under  an  ansesthetic  the  tumour,  which  was 
thought  to  be  a  fibroid,  Avas  pushed  up  with  considerable 
difiiculty,  and  a  living  child  was  delivered  with  forceps. 
The  patient  made  a  good  recovery,  but  ever  since  this 
time  she  has  had  a  dull  aching  pain  in  the  lower  part  of 
the  abdomen,  and  the  prolapse  has  been  more  marked. 
In  February,  1900,  she  came  to  see  Dr.  Tate  in  the  out- 
patient department  at  St.  Thomas's  Hospital.  There 
was  marked  prolapse  with  hypertrophic  elongation  of  the 
cervix.  Behind  and  to  the  left  of  the  uterus  was  a  tense 
swelling,  slightly  depressing  Douglas's  pouch,  and  some- 
what fixed.  It  was  diagnosed  to  be  a  dermoid  cyst  of 
the  ovary.  On  the  28th  February,  1900,  she  was  anaes- 
thetised Avith  ether,  and  a  supra-vaginal  amputation  of 
the  cervix  was  done.  After  this  the  abdomen  Avas 
opened,  the  tumour,  which  was  adherent  to  the  back  of 
the  left  broad  ligament,  was  removed,  and  the  uterus 
fixed  to  the  abdominal  wall  by  means  of  two  silkworm- 
gut  sutures.  The  tumour  proved  to  be  a  suppurating 
cyst    of    the    left    ovary    containing    eleven    ounces    of 
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slightly  offensive  pus.  The  inner  surface  of  the  cyst 
was  covered  with  calcareous  spicules,  and  in  two  places 
there  were  perforations  in  the  cyst-wall  owing  to  the  wall 
of  the  cyst  having  been  the  seat  of  "  dissecting  inflam- 
mation." It  is  difficult  to  say  whether  the  suppuration 
in  the  cyst  preceded,  or  whether  it  resulted  from  injury 
during  the  last  parturition.  The  case  shows  the  serious 
danger  that  may  arise  where  any  considerable  force  has 
to  be  nsed  to  push  a  tumour,  obstructing  labour,  out  of 
the  pelvis. 


FIBROID  TUMOURS  OF  THE  UTERUS  WITH 
GREAT  DISTENSION  OF  THE  FALLOPIAN 
TUBES  FROM  TUBERCLE  (FRESH  SPECI- 
MEN). 

Shown  by  P.  Horrocks,  M.D. 

The  lady  from  whom  this  specimen  Avas  removed  was 
fifty-three  years  of  age  and  single.  Her  menstrual  periods, 
which  had  been  rather  profuse,  had  only  begun  to  cease 
during  the  last  few  months.  She  complained  that  the 
abdomen  seemed  to  be  getting  larger  and  to  swell  up  at 
times,  and  that  she  was  in  pain.  On  examination  a  smooth, 
moveable  tumour  could  be  felt  rising  out  of  the  pelvis 
higher  than  the  navel. 

Per  vaginani  and  i^er  rectum  a  mass  could  be  felt,  to 
which  an  impulse  was  given  from  the  tumour  above. 

The  chief  point  of  interest  lay  in  this,  that  the  diagnosis 
seemed  to  be  clearly  that  of  a  fibroid  of  the  uterus,  and 
considering  her  age,  and  that  she  had  practically  attained 
the  change  of  life,  it  seemed  good  advice  to  recommend  no 
operation.  But  owing  to  the  pain  and  the  increase  in 
size  she  was  advised  to  submit  to  abdominal  section  with 
a  view  to  hysterectomy.  The  opinion  of  Dr.  Herman 
was  obtained,  and  he  agreed,  but  thought  it  worth  while 
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waiting  a  few  months  to  see  if  she  improved.  The 
patient,  however,  preferred  not  to  wait,  and  so  the  opera- 
tion was  done. 

It  proved  to  be  extremely  difficult,  and  took  three 
hours  to  perform.  The  left  Fallopian  tube  was  found  to 
be  enormously  distended  into  a  somewhat  pear-shaped 
mass.  This  was  removed  first.  Then  the  tumour  was 
pulled  forwards  as  far  as  possible,  and  the  right  Fallo- 
pian tube,  similarly  distended,  was  carefully  dissected 
out  of  the  bottom  of  the  pelvis  and  cut  from  its  attach- 
ments to  the  bowel. 

The  tumour  and  uterus  were  then  removed,  leaving  a 
portion  of  the  cervix  behind.  It  was  then  found  that 
there  was  another  fibroid  tumour  in  the  riarht  broad  ligfa- 
ment  as  big  as  an  orange ;  this  was  shelled  out,  and  the 
peritoneum  sewn  over  the  extensively  exposed  cellular 
tissue. 

Fortunately  the  two  tubes  were  removed  intact,  and  as 
there  was  no  tubercle  to  be  found  on  the  peritoneum,  it 
is  to  be  hoped  there  will  be  no  further  development  of  it. 

Of  course  the  question  of  tubercle  can  only  be  decided 
by  further  investigation. 

The  President  observed  that  hydrosalpinx  was  not  rarely 
observed  in  association  with  large  fibroids,  nor  was  pyosalpinx 
unknown.  A  hydrosalpinx  might,  under  these  circumstances^ 
suppurate,  through  infection  from  the  intestine.  Secondary 
infection  with  tubercle  was  possible  in  Dr.  Horrocks'  case. 

Dr.  CuLLiNGWORTH  mentioned  a  case  that  he  thought  did  not 
quite  fit  in  with  the  President's  theory  of  an  infected  hydro- 
salpinx. The  patient  had  both  Fallopian  tubes  distended  with 
pus,  which  Mr.  Shattock  had  little  doubt  was  of  tuberculous 
origin,  and  the  uterus  was  studded  over  its  surface  with  sub- 
peritoneal fibroids.  But  the  fibroids  at  that  time  (they  after- 
wards grew  much  larger)  were  of  too  insignificant  a  size  to  be 
supposed  capable  of  even  indirectly  producing  hydrosalpinx. 
The  fibroids  and  the  tubei'oular  disease  of  the  tubes  seemed  in 
that  case,  at  least,  to  be  quite  independent  affections. 

Mr.  Butler-Smythe  thanked  Dr.  Horrocks  for  mentioning 
the  time  occupied  in  the  removal  of  these  tumours — three  hours. 
Nowadays  it  was  commonly  stated  that  hysterectomies  weie 
performed  within  the  hour  by  the  improved  methods.     He,  Mr. 
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Butler-Smythe,  could  well  imagine  that  Dr.  Horrocks'  operation 
could  not  Lave  been  completed  under  the  time  stated. 


CASE     OF     MYXOMA    OF     CHORION     NOT    DIS- 
CHARGED    TILL    THE    SEVENTH    MONTH. 

Sho-\vn  by  Dr.  C.  Hubert  Roberts. 

K.  S — ,  woman  aged  45.  Had  had  seven  children, 
three  miscarriages.  Last  full-term  child  seven  years 
ago.  Two  and  a  half  years  ago  a  missed  labour  at 
sixth   month,  the  retained  dead  foetus  was  removed. 

August,  1899,  again  pregnant. 

October,  1899,  had  some  losses  of  blood. 

December,  1899,  something  came  away  but  uterus 
seemed  proper  size  :   breasts  were  active. 

March  5tli,  1900  (then  seven  months  pregnant),  after 
a  few  heavy  losses  had  a  severe  haemorrhage.  Her  doctor 
had  put  in  tents  but  could  feel  no  child,  neither  could  I. 
Admitted  to  hospital  same  day,  very  ill. 

The  uterus  then  was  felt  two  inches  above  the  navel. 

March  6th,  temperature  106° ;  I'igor,  severe  loss,  and 
mass  expelled ;  mole.  A  large  mass  was  emptied  out  of 
uterus  under  anaesthetic. 

BemarJts. — Specimen  shows  nothing  very  important,  but 
ciireful  search  has  been  made  to  see  if  anything  like 
new  growth  could  be  found  in  connection  with  the  mole 
retained  for  some  seven  months.      There  is  none. 

Sections  show  very  well  the  healthy  plasraodial  layer 
of  villus  and  buds.  There  is  nothing  like  malignant 
proliferation. 

The  myxomatous  changes  affect  the  stroma  (raesoblastic 
portion  of  the  villus).  The  compact  layer  of  the  decidua 
serotina  is  well  seen. 

Sections  of  myxoma  of  chorion  are  of  value  in  relation 
to  the  present  question  of  deciduoma  malignum. 
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IMPERFORATE    RECTUM    AND    CONGENITAL 
PROLAPSE    OF    THE    UTERUS. 

Shown  by  Dr.  H.  R.  Andrews. 

Dr.  H.  R.  Andrews  showed  a  specimen  of  imperforate 
rectum  and  congenital  prolapse  of  the  uterus,  for  which 
he  was  indebted  to  Dr.  Herniau. 

At  birth  the  child  presented  no  unusual  appearance. 
A  few  hours  later  a  red  swelling  appeared  at  the  vulva. 
When  seen  forty-eight  hours  after  birth  there  was  a 
tumour  in  front  of  the  anus  very  much  resembling 
prolapse  of  the  rectum.  It  was  about  the  size  of  a 
Tangerine  orange,  deeply  congested,  bleediug  rather 
readily  on  examination,  and  presenting  swollen  folds  of 
mucous  membrane  separated  by  deep  sulci,  covered 
with  blood-stained  mucus.  At  first  it  was  thought  to 
be  a  case  of  inversion  of  the  bladder,  as  the  finsrer  could 
be  passed  into  the  vagina  behind  the  mass,  but  after 
careful  examination  the  meatus  uriuarius  was  found  in 
front  of  the  tumour. 

The  tumour,  which  was  proved  to  be  the  much-swollen 
cervix,  could  not  be  pushed  up  iuto  the  vagina. 

The  abdomen  was  much  distended.  The  anus  ad- 
mitted the  tip  of  the  finger,  but  the  rectum  was  found 
to  be  imperforate.  Left  inguinal  colotomy  was  per- 
formed. After  this  the  cervix  was  able  to  be  pushed 
up.  It  came  down,  however,  almost  immediatelv,  and 
was  then  returned,  and  pressure  put  on  with  gauze  and 
strapping.  After  a  week  the  uterus  remained  up  in 
position  witliout  any  pressure. 

The  child  presented  no  other  abnormalities. 

The  child  died  on  the  twelfth  day. 

The  specimen  shows  the  cervix  still  considei-ably 
swollen. 

Cases  of    congenital  prolapse  of    the  uterus  are  rare. 
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Ballantyne   and  Thomson,   in  the  '  American  Journal  of 
Obstetrics/  February,  1897,  collected  eight  cases,  viz.  : 

1.  ScHULTZ.  '*  Prolapsus  uteri  congenitus/' 'Verhandl. 
d.  ver.  pfalz.  Aerzte/  1856,  Kaiserslantern,  p.  48,  1857. 

2.  Krisling  (N.).  *' Prolapsus  uteri  completa  hos  et 
nyfodt  Barn/^  '  Norsk  Mag.  f.  Laegeridensk.,^  4  R,  iv, 
p.  265,  Christiania,  1889.  Also  "  Prolapsus  uteri  completa 
bei  einen  neugeborenen  Kinde,^'  '  Arch.  f.  Kinderh.,'  xii, 
p.  81,  Stuttgart,  1890-91. 

3.  Schaeffer  (0.).  "  Bildungs  Anomalien  weiblicher 
Geschlechtsorgane  aus  dem  fotalen  Lebensalter,  mit 
besonderer  Beriicksiclitigung  der  Entwickeluug  des 
Hymen,"  '  Arch.  f.  Gynak,,'  xxxvii,  p.  244,  1890.  Also 
in  F.  von  Winckel's  '  Die  Konigliche  Uuiversitats-Frauen- 
klinik  in  Miinchen  in  den  Jahren  1884-90,'  p.  537, 
1892. 

4.  Heil  (K.).  "Bin  Fall  von  angeborenen  Prolapsus 
uteri  et  vaginee  incompletus,"  *  Arch.  f.  Gynak,'  xlviii, 
p.  155,  1894. 

5.  Remy  (S.).  "  Spina  bifida — ulcerations  peri-anales 
— Prolapsus  complet  des  organes  genitaux  internes," 
'  Arch,  de  Tocol.,'  xxii,  p.  904,  1895. 

6.  Krause.  Case  reported  and  figured  by  F.  L. 
Neugebauer  in  his  "  Kilka  slow  o  Mezkiem  owlosienin  u. 
Kobiet,"  'Gaz.  lekarska,'  xvi,  p.  1223,  Warszawa,  1896. 

7.  Ballantyne  and  Thomson.  '  American  Journal  of 
Obstetrics  and  Diseases  of  Women  and  Children,'  vol. 
XXXV,  p.  161. 

8.  Mc Vicar  (C).     Ibid. 

In  all  except  the  first  of  these  cases  there  was  also 
spina  bifida. 

Radwansky  —  '  Miincli.  med.  Wochenschrift,'  xlv 
Jahrg.,  No.  2 — records  a  ninth  case,  in  which  there  was 
no  spina  bifida. 

The  present  case,  in  which  there  was  no  spina  bifida^ 
brings  the  number  of  I'ecorded  cases  up  to  ten. 

VOL.  XLll.  13 
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Dr.  Andre\vs  wished  toexpress  his  thanks  to  Dr.  Blacker 
for  his  kind  assistance  in  searching  for  the  above  records. 

Besides  the  clinical  interest  of  this  case  the  specimen 
is  interesting  as  showing,  as  Dr.  Keith  pointed  out,  the 
development  of  the  perinaeal  body  from  two  lateral  out- 
growths which  form  a  septum  across  the  proctodeum, 
separating  the  anus  from  the  vaginal  opening.  The  exact 
manner  in  which  this  separation  takes  place  is  not  con- 
si  dered  by  embryologists  to  be  settled. 

In  this  specimen,  at  any  rate,  the  separation  has  not 
taken  place  by  a  downgrowth  from  above,  but  by  union  of 
lateral  outgrowths. 

Dr.  Andrews  also  showed  a  second  specimen,  in  which 
the  rectum  opened  into  the  vagina,  the  cloacal  opening 
not  having  been  diiferentiated  into  anal  and  vaginal 
openings. 

Dr.  Arthur  Giles  said  that  it  might  not  be  generally  known 
to  the  Fellows  of  the  Society  that  there  was  a  very  interesting 
specimen  of  a  cloacal  opening  in  association  with  a  double 
uterus  and  vagiua  in  the  London  Hospital  Museum,  numbered 
2183,  of  which  the  following  was  a  description : — The  right  vagina, 
the  urethra,  and  the  rectum  opened  into  a  common  cloaca.  The 
normal  right  half-uterus  opened  into  this  vagina.  The  left 
vaginu  had  no  external  outlet,  nor  could  a  probe  be  passed  from  it 
into  the  small  left  uterus,  which  measured  one  and  a  half  iuches 
iii  length.  The  left  Fallopian  tube  was  not  patent  at  the  uterine 
end;  its  external  half  was  dilated  to  a  sac  the  size  of  an  orange, 
filled  in  the  recent  state  by  thick  chocolate-coloured  fluid.  The 
left  vagina  contained  a  similar  fluid.  The  obliteration  of  the 
two  extremities  of  the  left  uterus  was  therefore  secondary.  The 
woman  was  aged  fifty-six,  and  had  borne  two  healthy  children. 
The  cloacal  condition  w^as  discovered  shortly  before  death  by  the 
house  physician,  who  had  ordered  an  enema.  The  double  uterus 
was  found  by  Dr.  Sutton  at  the  autoj^sy. 

The  President  referred  to  his  dissection  of  a  monotrematous 
girl  of  eleven,  which  he  had  exhibited  at  a  meeting  of  the 
Society  in  1880.*  The  vagiua  and  rectum  both  opened  into  the 
vulva  ;  the  ovaries  and  uterus  were  normal.  This  dissection  is 
to  be  seen  in  the  Teratological  Series  iu  the  museum  of  the 
Royal  College  of  Surgeons  (No.  669). 

*  "  Congenital  Communicatiou  between  the  Rectum  and  the  Genito- 
urinary Tract,"  '  Trans.  Obst.  Soc.,'  vol.  xxii,  p.  79. 
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DOUBLE    TUBERCULOUS    PYOSALPINX    WITH 
INTERCOMMUNICATION   OF   THE  TUBES. 

By  A.  L.  Galabin,  M.D. 
(With  Plate  XIII.) 

The  patient  was  aged  twenty-nine,  and  had  been 
married  nine  years  but  never  pregnant.  Five  years  ago 
she  had  a  severe  illness,  with  great  abdominal  pain,  and 
was  then  told  by  a  doctor  that  she  was  six  months 
pregnant.  There  was  no  amenorrhcea,  and  the  supposed 
pregnancy  came  to  nothing.  She  did  not  herself  definitely 
notice  a  lump  in  the  abdomen  till  two  and  a  half  years 
ago.  Of  late  she  has  had  darting  pains  and  great 
tenderness  of  the  abdomen,  and  at  times  considerable 
difficulty  in  micturition.  Menstruation  has  been  regular  and 
not  profuse ;  duration  four  days ;  latterly  severe  pain  for 
two  days  before  the  onset  of  the  flow.  Last  period  three 
weeks  before  admission.  Has  had  leucorrhoea  for  some 
years,  but  there  is  no  history  of  gonorrhoeal  infection. 

The  lower  half  of  the  abdomen  was  found  distended  by 
a  tumour  reaching  a  hand's  breadth  above  the  umbilicus, 
and  more  prominent  on  the  left  side.  Its  surface  was 
not  uniform,  but  owing  to  obesity  of  the  abdominal  wall 
the  outline  of  the  tumour  was  not  easily  defined.  A 
thrill  was  obtained,  though  with  difficulty.  The  cervix 
uteri  was  pushed  forward  by  a  large  elastic  swelling 
behind  it,  which  appeared  to  be  continuous  with  the 
abdominal  tumour,  and  a  distinct  impulse  was  transmitted 
to  the  pelvic  swelling  by  pressure  on  the  abdomen.  The 
sound  passed  four  and  a  half  inches  in  front  and  to  the 
left  of  the  pelvic  tumour.  A  diagnosis  of  ovarian  cyst 
which  had  become  inflamed  was  made,  and  there  was  no 
reason  to  suspect  pyosalpinx.  Abdominal  section  was 
performed.  The  following  account  of  the  operation  and 
the  description  of  the  specimens  has  been  contributed  by 
Mr.  Targett : 
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At  the  operation  signs  of  acute  peritonitis  Avcre  found  ; 
there  was  lymph  on  the  intestines,  increased  vascularity, 
and  excess  of  fluid  in  the  peritoneum.  The  nature  of  the 
tumour  was  not  apparent  until  quite  the  end  of  the 
operation,  and  its  anatomical  relations  were  complicated 
by  extensive  adhesions,  which  had  to  be  separated  before 
the  tumour  was  exposed.  Thus  on  the  left  side  the 
sigmoid  flexure,  with  its  thickened  appendices  epiploicae, 
covered  it,  and  on  the  right  the  appendix  caeci  was 
adherent.  The  omentum  was  Ij'ing  in  front,  and  was 
glued  to  the  abdominal  wall  just  above  the  bladder. 
The  portion  of  the  tumour  which  was  first  exposed  proved 
to  be  a  right  pyosalpinx,  which  Avas  pushed  forwards  and, 
indeed,  over  to  the  left  side  of  the  abdomen  by  a  second 
swelling,  Avhich  was  the  left  pyosalpinx,  occupying 
Douglas's  pouch.  The  relations  of  the  right  broad 
ligament  were  greatly  distorted  owing  to  this  displace- 
ment to  the  left,  and  the  consequent  rotation  of  its 
attachments  along  with  the  uterus.  The  bladder  was 
free,  but  the  upper  (right)  pyosalpinx  was  much  adherent 
to  the  fundus  and  front  of  the  uterus,  as  well  as  the 
utero- vesical  pouch.  Most  of  these  adhesions,  being 
recent,  were  easily  separable.  The  whole  tumour,  consist- 
ing of  the  united  Fallopian  tubes,  had  to  be  drawn  out  of 
the  abdomen  before  the  chief  parts  of  their  thick  pedicles 
could  be  tied.  The  left  ovary  seemed  normal,  and  was 
not  removed.  The  pouch  of  Douglas  was  verj^  deep 
owing  to  the  pushing  up  of  the  uterus  and  stretching  of 
the  broad  ligaments,  but  the  rectum  was  almost  free,  and 
the  left  pyosalpinx,  which  occupied  the  pelvic  pouch,  had 
evidently  not  been  adherent  to  _  any  important  extent. 
No  pus  escaped  from  the  tubes  during  the  operation,  and 
after  the  abdomen  had  been  carefully  sponged  out  a 
Keith's  tube  was  passed  to  the  bottom  of  Douglas's  pouch 
and  the  incision  was  closed.  The  drainage-tube  was 
removed  at  the  end  of  the  third  day,  and  a  good  recovery 
ensued,  though  there  was  some  pyrexia  for  a  fortnight. 

Description  of  the  siiecitnen. — The  specimen  consists  of 


DESCRIPTION  OF  PLATE    XIII. 

Illustrating  Dr.  Galabin's  specimen  of  Double 
Pyosalpinx  intercommunicating. 

A.  Upper  (ri^ht)  pyosalpinx  rotateil  over  to  left  side. 

B.  Cut  edge  of  right  pedicle. 

c.  Lower  (left)  pyosalpinx  wliich  tilled  Douglas's  pouch. 
D.  Adhesions  of  omentum  and  appendices  epiploicee. 


Plate  XIII. 


Obstet.  Soc.  Trans.,  Vol.  XLII. 


Illustrating  Dr.  Galaiun's  Specimen  of  Double  Pyosalpinx 
Intercommunicating. 
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two  enormously  dilated  Fallopian  tubes,  which  are  firmly 
united  at  their  broader  ends,  where  a  communication  has 
formed  between  them.  The  lower  sac,  which  occupied 
Douglas's  pouch  and  is  the  dilated  left  tube,  measures 
seven  inches  in  length  and  four  inches  in  the  shorter 
diameters.  The  uterine  end  of  the  tube  at  the  line  of 
amputation  is  not  dilated,  but  beyond  this  it  swells  into  a 
tortuous  cylindrical  canal,  three  inches  in  length  and  one 
and  a  half  inches  in  diameter,  and  then  becomes  a  large 
pyriform  cyst  with  the  above  dimensions.  The  fimbriae 
springing  from  its  closed  abdominal  ostium  are  healthy. 
The  interior  of  this  pyosalpinx  shows  much  destruction  of 
the  mucous  membrane  in  the  form  of  rounded  ulcers 
undermining  the  coat  and  thinning  the  wall.  The  ulcera- 
tion is  specially  marked  where  the  two  tubes  are  in  close 
apposition,  and  the  process  has  terminated  in  perforation 
of  their  walls,  so  that  the  tubes  communicate  through  an 
aperture  one  inch  in  diameter.  Their  fibrous  adhesions 
are  widely  distributed  over  the  serous  surface  of  the 
pyosalpinx,  though  they  are  not  dense  nor  very  abundant. 
The  upper  sac  is  the  right  tube,  and  it  corresponds  so 
closely  in  size  and  shape  with  the  left  tube  that  it  needs 
no  further  description.  The  grooves  between  the  bulbous 
ends  of  the  dilated  tubes  are  filled  with  adhesions  and 
small  collections  of  serous  fluid. 

In  the  recent  state  the  united  tubes  contained  three 
pints  four  ounces  of  thin  pus,  which  Avas  found  to  be 
sterile.  Microscopical  sections  of  the  wall  of  the  pyo- 
salpinx showed  that  the  mucous  membrane  had  disap- 
peared, and  that  the  muscular  coat  was  lined  Avith  granu- 
lation tissue  containing  a  few  giant-cells.  Sections  were 
also  prepared  from  the  thickened  but  undilated  uterine 
end  of  the  pyosalpinx,  and  these  revealed  abundant 
evidence  of  tuberculous  salpingitis.  The  mucous  coat 
was  crowded  with  grey  tubercles  presenting  well-formed 
giant-cell  systems,  and  the  usual  round  inflammatory  cells 
infiltrated  the  stroma,  but  the  columnar  epithelial  lining 
was  still  in  situ. 
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THE  RELATIONS  OF  ORGANIC  AFFECTIONS  OF 
THE  HEART  TO  FIBRO-MYOMA  OF  THE 
UTERUS. 

By  Dr.  Thomas  Wilson,  Birmingham. 

(Received  Jfarch  lOth,  1900.) 
(Abstract.) 

The  author  calls  attention  to  the  necessity  for  attempting  to 
arrive  at  a  just  estimate  of  the  natural  history  and  dangersiof 
fibro-myomata  of  the  uterus,  and  remarks  that  in  every  case 
that  comes  under  notice  it  is  important  to  look  out  for  the 
possible  evil  effects  on  the  other  organs  of  the  body  that  may 
have  been  caused  by  the  growth  of  the  uterine  tumour.  The 
symptoms  and  signs  of  serious  organic  affection  of  the  heart  are 
not  unfrequently  found  in  association  with  the  presence  of  a 
uterine  fibroid,  and  the  conjunction  is  sometimes  casual,  the 
tumour  of  the  womb  growing  in  a  patient  already  the  subject  of 
heart  disease.  In  an  appendix  to  the  paper  short  notes  of  three 
cases  belonging  to  this  class  are  given,  and  it  is  pointed  out  that 
the  heart  symptoms  may  be  greatly  aggravated. 

In  a  much  larger  numlter  of  cases  the  connection  between  the 
diseases  of  the  two  organs  is  causal,  the  hean  affection  being 
set  up  by  the  growth  of  the  fibroid,  or  both  being  dependent  on 
a  common  cause.  Occasionally  the  heart  may  be  affected 
directly  by  the  pressure  of  a  very  large  cystic  fibroid,  or  indi- 
rectly by  a  tumour  pressing  on  the  ureters  and  so  leading  to 
renal  degeneration,  that  in  its  turn  leads  to  cardiac  changes. 
Much  more  commonly  a  fibroid  of  moderate  size  leads  through 
monorrhagia  to  anaemia,  and  thus  to  cardiac  dilatation  or  dege- 
neration ;  or,  again,  in  the  early  stages  of  the  growth  of  a  tumour 
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cardiac  hypertrophy  may  be  found,  and  this  latter  may  give  place 
to  dilatation  and  degeneration.  It  is  not  at  present  understood 
how  the  hypertrophy  is  brought  about,  but  the  condition  is  in 
?ome  degree  analogous  to  the  enlargement  of  the  heart  found  in 
pregnant  women  ;  there  is  the  important  difference,  however, 
that  the  causing  affection,  pregnancy,  in  the  latter  case  is  defi- 
nite in  duration,  whereas  the  period  of  active  growth  of  a  fibroid 
is  indefinite. 

The  history  is  described  in  detail  of  a  patient  who  had  sym- 
ptoms of  an  interstitial  fibroid  for  four  and  a  half  years  ;  there 
had  been  several  attacks  of  retention  of  urine,  and  the  sym- 
ptoms of  cardiac  weakness  were  decidedly  increased  by  ergot. 
Double  oophorectomy  was  performed,  and  was  followed  by 
alarming  heart  failure  lasting  several  days.  The  patient  made 
eventually  a  good  recovery,  and  the  condition  of  the  heart 
showed  a  gradual  but  very  marked  improvement.  Six  other 
cases  which  occurred  in  the  author's  practice,  and  in  which 
organic  disease  of  the  heart  was  apparently  caused  by  the 
growth  of  fibroids,  are  shortly  related  in  the  appendix  to  the 
paper.  The  nature  of  the  cardiac  affection,  the  varieties  of 
uterine  fibroids  which  were  present  in  the  cases,  the  cardiac 
symptoms  and  signs,  and  the  course  and  prognosis  are  then  in 
turn  considered,  and  it  is  pointed  out  that  after  a  successful 
operation  the  heart  tends  to  recover  its  tone  in  a  really  remark- 
able degree. 

The  presence  of  the  cardiac  disease  favours  the  occurrence  of 
thrombosis  both  before  and  after  operation ;  it  forms  a  contra- 
indication to  the  use  of  ergot  in  the  treatment  of  the  fibroid, 
and  it  may  be  an  important  and  even  urgent  indication  for 
operative  interference.  When  an  operation  is  undertaken  every 
effort  must  be  made  to  reduce  as  far  as  possible  the  severity  of 
shock  and  the  risk  of  subsequent  heart  failure.  Ether  is 
usually  the  best  anaesthetic,  and  the  free  use  of  strychnia 
hypodermics  and  saline  subcutaneous  infusions,  or  even  venous 
transfusion,  may  be  required.  The  risk  of  sepsis  is  distinctly 
greater  than  usual,  and  early  stimulation  and  feeding  are  of 
the  utmost  importance.  Six  of  the  seven  cases  related  re- 
covered from  the  various  operations  which  were  undertaken  ; 
the  seventh,  after  going  on  well,  died  suddenly  and  unexpectedly 
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on  the  tenth  day  from  perforation  of  a  latent  duodenal  ulcer. 
Of  the  other  six  cases  four  -were  examined  after  a  sufi&cient 
interval  had  elapsed  after  the  operation,  and  in  every  one  of  the 
four  there  were  distinct  evidences  of  improvement  in  the  condi- 
tion of  the  heart. 


The  advance  in  operative  methods  and  the  gradual  im- 
provement in  results  obtained  during  recent  years  in  the 
radical  treatment  of  fibro-myomata  of  the  uterus  render  it 
more  than  ever  necessary  that  no  effort  should  be  spared 
to  arrive  at  a  just  estimate  of  the  natural  history  and 
dangers  of  these  tumours.  The  tendency  in  the  past 
appears  to  have  been  for  medical  men  rather  to  under- 
rate the  magnitude  of  the  risks  and  discomforts  which 
may  attend  the  growth  of  a  fibroid,  and  to  lull  themselves 
and  their  patients  into  what  has  frequently  proved  to  be  a 
false  sense  of  security  by  oracular  and  sweeping  general- 
isations on  the  changes  which  might  be  expected  to  take 
place  in  the  tumour  after  the  menopause.  It  is  true  that 
in  many  cases  where  marked  symptoms  arise  through  the 
growth  of  a  fibroid,  both  the  symptoms  disappear  and  the 
tumour  shrmks  with  the  advent  of  the  menopause.  It  is 
equally  true,  as  is  proved  by  comparing  post-mortem  ob- 
servations with  clinical  experience,  that  a  much  larger 
number  of  fibroid  tumours  of  the  uterus  run  their  course 
without  giving  rise  to  any  discoverable,  or  at  any  rate  to 
any  discovered  symptoms.  But  it  is  not  less  true  that 
many  of  these  tumours  give  rise  either  directly  or  indirectly 
to  serious  and  even  fatal  effects. 

The  ways  by  which  a  fibroid  may  give  rise  to  grave 
troubles  are  many  and  varied,  and  sometimes  devious,  and 
require  to  be  borne  in  mind  when  our  opinion  is  sought  in 
any  given  case.  The  tumour  may  continue  to  grow  after 
the  menopause,  or  may  postpone  the  onset  of  the  meno- 
pause for  years  beyond  the  usual  time,  even  to  the  age  of 
fifty-eight,  as  in  one  of  my  own  cases.  Haemorrhage  due 
to  the  presence  of  the  tumour  may  directly  lead  to  a  fatal 
issue,  as  happened  in  a  case  reported  by  me  in  the  '  Bir- 


TO    FIBRO-MYOMA    OF    THE    UTERUS.  179 

mingham  Medical  Review '  for  November,  1894,  page  290. 
Thrombosis  sometimes  occurs,  and  sudden  death  from 
embolism  lias  been  known  to  happen,  especially  in  fibro- 
cystic tumours.  Serious  mechanical  effects,  such  as  strangu- 
lation of  a  pedunculated  tumour,  or  pressure  causing 
intestinal  obstruction,  may  lead  to  the  death  of  the  patient. 
Various  degenerations  may  occur  and  cause  serious  con- 
sequences. A  metamorphosis  of  the  tumour  into  a  malig- 
nant sarcoma  is  believed  occasionally  to  take  place. 
Inflammation  and  its  consequences,  suppuration,  sloughing, 
and  gangrene,  may  be  set  up  by  labour  or  abortion,  or  by 
traumatism.  And  in  the  last  but  by  no  means  least 
place,  fibroids  of  the  uterus  may  give  rise  to  grave  secon- 
dary affections  of  other  systems  and  organs,  more  especially 
of  the  kidneys,  of  the  heart,  and  of  the  blood.  It  is 
necessary,  therefore,  in  every  case  of  fibroid  that  comes 
under  our  notice,  to  pay  careful  attention  to  the  possible 
evil  effects  on  the  other  organs  of  the  body  that  may  be 
produced  by  the  growth  of  the  uterine  tumour. 

I  propose  in  the  present  communication  to  deal  with  the 
large  and  important  group  of  cases  in  which  organic  affec- 
tions of  the  heart  are  found  in  association  with  uterine 
fibroids.  In  any  given  case  where  this  association  is  found 
there  are  four  possibilities.  In  the  first  place,  the  two  affec- 
tions may  arise  independently,  the  heart  disease  usually 
being  firsi  in  order  of  time.  In  the  second  place,  it  may 
be,  as  has  been  suggested  by  Strassmann  {'  Arch.  f.  Gyn.,' 
vol.  Ivi),  that  both  the  myoma  and  the  heart  affection 
are  symptoms  of  a  disease  depending  on  vaso-motor  dis- 
turbances, such  as  we  see,  for  instance,  in  exoplithalmic 
goitre.  In  the  third  place,  the  fibroid  may  cause  the  heart 
affection,  and  in  the  fourth  the  heart  disease  may  caute 
the  fibroid.  Thi'^  fourth  possibility  may  be  at  once  set 
aside,  since  nothing  is  known  to  support  the  idea  of  such 
a  relation. 
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Affections. 

When  in  a  patient  the  subject  of  organic  disease  of  the 
heart  a  fibroid  of  the  uterus  begins  to  grow,  verj  serious 
consequences  may  follow.  Any  large  tumour  growing  in 
the  abdomen  tends  to  raise  the  blood-pressure,  and  thus  to 
increase  the  work  that  has  to  be  done  by  the  cardiac 
muscle  ;  and  this  appears  to  be  especially  true  of  fibroids. 
I  have  seen  three  cases  in  which  cardiac  affections  have 
apparently  preceded  the  growth  of  fibroids,  and  a  short 
summary  of  the  notes  of  these  cases  will  be  found  at  the 
end  of  this  paper  (Cases  8,  9,  and  10).  In  one  of  them 
there  had  probably  been  mitral  stenosis  for  twenty-five 
years,  and  the  growth  of  a  multinodular  fibroid  had  in 
the  course  of  eighteen  months  enormously  increased  the 
gravity  of  the  cardiac  symptoms.  In  the  second  case 
(Case  9)  the  patient  had  probably  had  pericarditis  in  an 
attack  of  rheumatic  fever  ten  years  before  the  removal  of 
a  fibroid  which  had  been  growing  for  two  years  ;  the 
operation  of  hysterectomy  was  followed  by  the  develop- 
ment of  a  double  murmur  and  rapid  pulse,  which  persisted 
for  some  days  In  the  third  case  (Case  10)  it  appears  to 
be  at  least  possible  that  the  heart  affection  helped  to 
account  for  the  rapidly  fatal  termination  of  an  inflamma- 
tion which  attacked  a  fibroid  of  fourteen  years'  standing 
when  the  patient  was  fifty-nine  years  of  age. 

Among  the  other  consequences  of  the  growth  of  fibroids 
in  a  patient  already  the  subject  of  cardiac  disease  it 
appears  that  the  tumour  may  lead  to  an  erroneous  dia- 
gnosis, atid  so  to  treatment  which  may  have  a  prejudicial 
effect  on  the  heart.  Thus  in  a  case  reported  by  Dower  in 
the  'New  York  Med.  Journ./  1884,  vol.  xxxix,  p.  505,  a 
married  woman  aged  thirty-six  was  the  subject  of  a 
fibroid  that  was  mistaken  for  pregnancy ;  attempts  to- 
procure  abortion  failed ;  the  patient  was  the  subject  of 
heart  disease,  and  died  suddenly  in  an  attack  that  began 
with  precordial  pain.      The  autopsy  showed  the  presence 
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of  mitral  stenosis  and  aortic  regurgitation  with  hyper- 
trophy, and  evidence  of  recent  endocarditis.  In  the 
uterus  was  a  small  pedunculated  subperitoneal  fibroma, 
and  several  small  interstitial  ones. 


Heart  Affections  caused  by  Fibro-myoma  of  the 
Uterus. 

Cases  in  which  cardiac  disease  arises  in  consequence  of 
the  growth  of  a  fibro-myoma  are  much  more  frequent  and 
important,  and  appear  to  me  to  call  for  greater  considera- 
tion, than  has  been  accorded  to  them  in  the  past.  The 
affection  of  the  heart  may  be  brought  about  in  various 
ways,  direct  and  indirect.  The  tumour  may  press  on  the 
ureters  and  lead  to  degeneration  of  the  kidneys,  and  this 
may  in  turn  lead  to  cardiac  hypertrophy  followed  by  dila- 
tation and  degeneration.  The  heart  again  may  be 
directly  pressed  upon  by  a  very  large  cystic  fibroid  just 
as  by  any  colossal  abdominal  tumour.  Fenwick  {'  Brit. 
Gyn.  Journ.,'  May,  1887,  vol.  ii),  in  a  paper  on  ''Intra- 
abdominal Tumours  as  a  Cause  of  Cardiac  Degeneration,'^ 
cites  among  other  cases  three  large  fibro-cysts  of  the 
uterus.  In  these  large  tumours  increased  pressure  on  the 
pleural  cavities  interferes  with  the  oxygenation  of  the 
blood,  and  thus  leads  to  fatty  degeneration  of  the  heart. 
The  injurious  effect  is  increased  by  pressure  on  the  heart 
itself,  on  the  afferent  and  efferent  vessels,  and  on  the 
nutrient  vessels.  Sebileau  ('  Rev.  de  Chir.,'  pp.  284,  339), 
in  a  paper  on  the  same  subject,  mentions  among  other 
cases  of  heart  affection  in  large  abdominal  tumours,  three 
patients  with  large  fibroids. 

Cardiac  disease  brought  about  in  either  of  the  two  ways 
just  mentioned  is  compai'atively  rare  in  cases  of  fibro- 
myoma.  A  very  much  more  frequent  link  in  the  chain 
of  causation  is  found  in  the  anaemia  which  is  often  set  up 
by  excessive  and  repeated  losses  of  blood ;  the  anaemia 
leads  to  defective  nutrition  of  the  heart,  as  of  the  other 
organs  of  the  body ;  the  heart's  action,  therefore,  becomes 


182       EELATIONS  OF  OUGANIC  AFFECTIONS  OF  THE    HEART 

weakened,  its  cavities  dilated,  and  its  walls  after  a  time 
degenerated.  This  is  probably  the  most  common  sequence 
of  events  in  patients  who  become  the  victims  of  serious 
heart  disease  as  a  result  of  the  growth  of  a  fibroid  of  the 
womb.  There  is,  however,  still  another  group  of  cases 
which  appears  to  me  to  lend  a  certain  support  to  Strass- 
mann's  theory  of  a  common  cause  for  the  uterine  fibroid 
and  the  cardiac  condition.  In  this  group,  to  which  belong 
Cases  2,  5,  and  7  in  the  Appendix,  hypertrophy  of  the 
heart  arises  while  yet  the  tumour  is  of  moderate  size,  and 
after  a  time  the  hypertrophy  is  followed  by  dilatation  of 
the  cavities  and  degeneration  of  tlie  muscular  walls  of  the 
organ. 

The  origin  of  the  heart  affection  in  this  last  group  of 
cases  calls  to  mind  the,  in  some  respects,  similar  affection 
of  the  heart  which  arises  in  pregnancy.  During  preg- 
nancy, according  to  Spiegelberg  {'  Midw.,'  New  Syd.  Soc. 
transl.,  vol.  i,  p.  85),  more  blood  circulates  and  the  heart 
is  called  upon  to  do  more  work  ;  hence  arises  concentric 
hypertrophy  of  the  left  ventricle.  This  occurrence  of 
hypertrophy  and  enlargement  of  the  heart  has  been  con- 
firmed by  Angel  Money  in  a  series  of  observations  of 
pregnant  women.  Pregnancy  is,  however,  a  physiological 
process  of  limited  duration,  and  the  heart  soon  returns  to 
its  normal  condition  and  size  after  delivery.  In  the  case 
of  fibroids,  on  the  other  hand,  the  growth  is  apt  to  be 
peristent  for  an  uncertain  time,  and  hypertrophy  of  the 
heart  once  begun  is  apt  to  lead  to  serious  consequences. 

The  nature  and  frequency  of  serious  affections  of  the 
heart  in  the  cases  we  are  considering  has  been  dealt  Avith 
by,  among  others,  the  following  observers.  Hennig 
('Festschrift  der  Gesellsch.  f.  Geb.  und  Gyn.,'  1894) 
mentions  four  cases  of  fibroids  with  palpitations,  dyspnoea, 
and  pains  in  the  chest.  In  one  patient  there  was  distinct 
hypertrophy,  but  in  the  other  three  there  was  no  evidence 
of  organic  cardiac  disease.  In  two  patients  the  symptoms 
disappeared  after  the  removal  of  the  tumours,  and  in  the 
other    two     they    disappeared     spontaneously    when    the 
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fibroids  ceased  to  grow.  Hofmever  {"  Zur  Lelire  von 
Shock/'  'Ztscli.  fiir  Geb.  und  Gyn./  1885,  vol.  ii,  p.  366) 
gives  seven  cases  of  myoma  in  whicli  death  took  place 
suddenly  before  or  after  operation.  In  two  of  the  cases 
there  was  fatty  degeneration,  and  in  the  other  five  brown 
atrophy  of  the  myocardium.  Strassmann  and  Lehmann 
in  a  recent  paper  give  the  results  of  their  observations  on 
a  series  of  seventy-one  cases  of  uterine  myoma,  in  twenty- 
three  of  whom  there  were  objective  pathological  changes 
in  the  heart  or  its  functions.  In  the  post-mortem  exami- 
nations of  nineteen  cases  of  myoma  some  affection  of  the 
heart  was  observed  in  nine. 

The  case  that  first  forcibly  drew  my  attention  to  this 
connection  between  fibroids  and  grave  affections  of  the 
heart  was  the  following  : 

Case  1.  Multi'ple  interstitial  Jihroids,  four  and  a  half 
years,  giving  rise  to  attacks  of  retention  of  urine,  and  to 
symptoms  of  cardiac  iveahness  increased  hy  ergot.  Dotihle 
oophorectomy,  folloioed  hy  alarming  heart  failure  ;  eventual 
good  recovery. — A.  H — ,  a  thin,  worried-looking  widow  of 
thirty-seven,  had  borne  three  children,  all  at  the  seventh 
or  eighth  month,  the  last  one  thirteen  years  before  her 
first  visit  to  the  General  Hospital  on  October  5th,  1894, 
when  she  attended  complaining  of  retention  of  urine  and 
flooding.  The  present  complaints  had  lasted  about  a 
week,  and  there  had  been  several  previous  similar  attacks 
in  the  preceding  four  and  a  half  years.  After  forty-six 
ounces  of  urine  had  been  drawn  off  by  the  catheter,  the 
uterus  was  found  to  be  enlarged  into  a  hard  irregular 
tumour  extending  upwards  to  a  little  above  the  umbilicus, 
and  at  the  lower  part  filling  up  the  pelvic  brim :  the 
bladder,  when  distended,  was  felt  to  lie  entirely  above 
the  brim.  The  use  of  the  catheter  Avas  required  daily 
until  October  27th,  after  which  micturition  was  again 
performed  voluntarily. 

The  patient  was  somewhat  anaemic,  and  suffered  from 
occasional    attacks    of    faintness    and    j)alpitation  :  these 
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attacks  were  markedly  increased  in  frequency  and  intensity 
by  the  administration  of  ergot,  which  had  to  be  stopped 
in  consequence.  There  was  no  history  of  rheumatic 
fever. 

The  woman  was  admitted  into  the  hospital  on  Decem- 
ber 4th,  1894,  and  on  the  11th,  during  an  examination,  an 
attack  came  on,  iu  which  she  became  pale  and  livid,  and 
appeared  dazed  ;  the  pulse  during  the  attack  was  very 
weak,  and  the  breathing  shallow  and  catchy.  Similar 
attacks  occurred  at  frequent  intervals  during  the  patient's 
stay  in  hospital.  The  heart's  apex-beat  was  felt  in  the 
normal  position  ;  the  area  of  dulness  was  not  increased  ; 
there  was  no  murmur,  but  the  first  sound  was  weak  and 
not  quite  clear.  The  daily  amount  of  urine  from  Decem- 
ber 7th  to  13th  inclusive  varied  from  thirty-six  to  forty- 
eight  ounces ;  the  quantity  of  urea  passed  on  three  of 
these  days  measured  17(J,  288,  and  216  grains  respec- 
tively. 

The  woman  was  sent  to  the  Jaffray  Hospital,  where  she 
remained  until  February  15th,  1895,  when  she  was  re- 
admitted to  the  General  Hospital  yvith  a  view  to  operation. 
From  February  ITth  to  21st  the  daily  amount  of  urine 
varied  from  thirty-two  to  forty  ounces,  and  the  amount  of 
urea  on  two  of  these  days  measured  360  and  32-3  grains. 
The  patient's  general  appearance  had  not  notably  im- 
proved, but  there  had  been  no  fainting  attacks  during  the 
latter  part  of  the  stay  at  the  JafPray  Hospital. 

On  March  7th,  1895,  both  ovaries  were  removed. 
Chloroform  was  first  employed  as  the  anaesthetic,  but  soon 
had  to  be  changed  for  ether.  The  operation  presented 
no  unusual  difficulties ;  at  its  close  there  was  a  fair  pulse, 
but  after  the  patient  was  returned  to  bed  the  pulse  became 
Aveaker  and  could  not  be  felt  at  the  wi'ist.  Five  hours 
later  there  was  still  no  radial  pulse,  but  the  lips  and 
mucous  membranes  were  of  fair  colour ;  the  breathing 
was  hurried ;  the  patient  restless  but  perfectly  conscious. 
Enemata  coutainiug  one  ounce  of  brandy  were  ordered 
to   be    administered    every  two   hours    to   alternate   with 
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hypodermic  injections  of  five  minims  of  Liq.  Strychuiae, 
also  to  be  given  every  two  hours.  In  addition  a  sub- 
cutaneous injection  of  one  fifth  grain  of  morphia  was 
given  at  10  p.m.  At  9  a.m.  on  March  8th  the  patient 
was  somewhat  better  ;  the  pulse,  120  to  the  minute,  was 
perceptible  at  the  wrist ;  the  temperatui'e  had  only  once 
reached  98°  since  the  operation,  and  only  nine  ounces  of 
urine  had  been  passed  in  the  twenty-four  hours. 

The  subsequent  convalescence  was  slow  but  on  the 
whole  steady,  free  stimulation  being  continued  and  only 
very  gradually  diminished.  There  was  no  vomiting  after 
the  first  twenty-four  hours  ;. flatus  was  passed  for  the  first 
time  in  twenty-four  hours,  and  urine  naturally  thirty-six 
hours  after  the  operation.  A  few  days  after  operation  a 
bedsore  formed  over  the  sacrum,  and  was  not  quite  healed 
when  the  patient  was  dischai'ged  to  the  Jaffray  Hospital 
on  the  forty-third  day.  Some  distension  was  noted  on 
the  ninth  day,  and  continued,  becoming  somewhat  more 
marked,  until  discharge  from  the  hospital;  the  abdomen 
remained  soft  and  flaccid. 

On  the  ninth  day  after  operation  the  breathing  was 
still  somewhat  hurried.  Dr.  Short  kindly  examined  the 
woman  for  me,  and  reported  that  the  lungs  were  clear, 
and  air  entering  freely.  The  first  sound  of  the  heart  was 
somewhat  rough,  and  there  was  occasional  reduplication  of 
the  same  sound  at  the  apex.  Dr.  Short  thought  that  the 
condition  was  due  to  weakness  of  the  cardiac  wall  and  not 
to  any  pulmonary  trouble.  The  patient  was  now  passing 
a  large  quantity  of  dark  urine. 

The  tumour,  which  at  the  time  of  the  operation  extended 
nearly  to  the  umbilicus,  had  receded  three  inches  below 
that  point  by  September  17th.  At  that  date  the  woman 
still  complained  of  feeling  weak,  and  had  had  some  more 
fainting  attacks  lately. 

At  the  beginning  of  June,  1896,  a  small  fibroid  sloughed 
out  through  the  middle  of  the  abdominal  scar,  leaving  a 
sinus  that  still  remained  open  on  January  6th,  1897,  twenty- 
one  months  after  the  operation.      At  this  latter  date  the 
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patient  was  looking  very  well  and  had  been  working  hard ; 
the  cardiac  sounds  were  normal  at  the  apex  ;  a  soft  systolic 
murmui*  was  heard  at  the  base,  and  over  both  the  aortic 
and  pulmonary  cartilages. 

On  October  22nd,  1897,  Dr.  Short  again  examined  the 
patient,  and  i-eported  that  the  heart  was  somewhat  dilated 
and  hypertrophied,  the  apex-beat  being  in  the  nipple  line  ; 
the  impulse  was  good,  heaving,  and  regular  ;  the  first  sound 
was  prolonged,  but  no  murmur  was  present.  The  pulse 
was  of  fair  quality,  88,  and  quite  regular.  Since  then  the 
woman  has  gradually  improved  in  strength  and  appear- 
ance ;  she  was  last  seen  a  few  months  ago,  when  she  had 
been  for  some  time  earning  her  living  as  a  hard-working 
housekeeper. 

The  points  to  which  I  wish  especiallj*  to  draw  attention 
are  the  symptoms  and  signs  of  cardiac  degeneration 
presented  by  the  patient — the  attacks  of  faintness  and 
palpitation ;  the  increase  in  these  attacks  produced  by  the 
administration  of  ergot ;  and  the  decided  diminution  in  the 
amount  of  urea  excreted  by  the  patient  whilst  under 
observation  before  operation.  Further  the  alarming  heart 
failure  after  the  operation,  the  hurried  breathing  which 
persisted  for  more  than  nine  days  afterwards,  the  formation 
of  a  bedsore  in  spite  of  careful  nursing,  and  the  develop- 
ment of  slight  but  persistent  distension  of  the  abdomen. 
The  recovery  from  such  a  grave  condition  of  illness  as  was 
presented  by  this  woman  at  her  first  attendance  at  the 
hospital  was  most  gratifying. 

Since  this  case  was  under  treatment  I  have  had  six 
other  patients,  making  seven  in  all,  in  whom  a  direct 
causal  connection  between  fibro-myoma  of  the  uterus  and 
serious  organic  disease  of  the  heart  appeared  to  me  to  be 
convincin<j-.  A  short  ix'aume  of  the  notes  of  each  case  is 
appended  to  this  paper.  I  have  not  brought  into  con- 
sideration the  numerous  cases  in  which  a  soft  murmur  or 
reduplication  of  the  heart-sounds  were  present,  or  in  which 
there  existed  sjTnptoms,  slight  in  degree,  that  might  have 
been  put  down  to  the  heart. 
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With  regard  to  the  nature  of  the  affection  of  the  heart 
in  these  seven  cases,  signs  of  hypertrophy  were  found  in 
two,  signs  of  dilatation  in  three,  and  evidence  of  degenera- 
tion in  the  other  two.  In  one  of  the  cases  of  hypertrophy 
(Case  2)  an  interstitial  fibroid,  weighing  after  removal 
3  lbs.  11  oz.,  had  been  giving  rise  to  symptoms  for  two 
years  ;  in  the  other  (Case  5)  a  submucous  fibroid  the  size 
of  a  foetal  head  had  been  growing  for  two  and  a  half  years. 
In  one  of  the  three  cases  of  dilatation  (Case  3)  a  cervical 
interstitial  fibroid  the  size  of  a  child's  head  was  removed 
by  vaginal  hysterectomy  after  it  had  given  rise  to  sym- 
ptoms for  one  and  a  half  years  ;  in  a  second  (Case  6)  an 
interstitial  fibroid  that  had  been  growing  for  six  and  a 
half  years  and  that  weighed  3j  lbs.  was  removed  by 
hysterectomy ;  and  in  the  third  (Case  7)  numerous  inter- 
stitial fibroids  had  been  giving  rise  to  symptoms  for 
one  and  a  half  years  before  total  abdominal  hysterectomy 
was  performed.  The  woman  died  suddenly  on  the  tentk 
day  after  operation  from  the  perforation  of  a  duodenal 
ulcer,  and  at  the  autopsy  dilatation  of  the  heart  with  brown 
induration  and  some  fatty  degeneration  of  its  walls  were 
found.  Of  the  two  cases  of  cardiac  degeneration,  in  the 
one  above  related  at  length  (Case  1)  multiple  interstitial 
fibroids  had  been  giving  trouble  for  four  and  a  half  years, 
and  in  the  other  (Case  4)  a  submucous  tumour  extending 
to  14  inches  above  the  umbilicus  had  been  causing  sym- 
ptoms for  six  years  before  it  was  removed  by  total  abdo- 
minal hysterectomy. 

Turning  now  to  the  characteristics  of  the  uterine 
tumours  in  the  cases  under  consideration,  it  will  be  noted, 
in  the  first  place,  that  although  the  symptoms  due  to  the 
heart  affection  in  several  of  the  patients  were  of  consider- 
able gravity,  the  growth  of  the  uterine  tumour  had  only 
attained  a  moderate  size.  The  largest  tumour  only 
extended  to  1^  inches  above  the  umbilicus,  while  in  two 
cases  the  tumour  measui-ed  only  about  the  size  of  a  foetal 
head.      In  most  of  the  cases  only  one  tumour  and  that  of 
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considerable  size  was  found,  but  in  at  least  two  instances 
multiple  small  interstitial  tumours  were  present. 

As  regards  the  variety  of  the  fibroid,  according  to  its 
locality  of  growth,  it  will  be  noted  that  one  patient  had  a 
cervical  fibroid,  and  the  other  six  corporeal  tumours.  The 
cervical  tumour  was  an  interstitial  one  ;  of  the  six  affecting 
the  body  two  were  submucous,  and  four  interstitial.  In 
the  two  cases  of  hypertrophy  one  patient  had  a  submucous, 
and  the  other  an  interstitial  fibroid.  It  appears,  therefore, 
that  hypertrophy  followed  by  dilatation  and  degeneration 
of  the  heart  may  arise  in  consequence  of  the  development 
of  either  cervical  or  corporeal  fibroids,  whether  they  be 
submucous  or  interstitial ;  but  no  instance  of  cardiac 
disease  in  a  patient  with  a  subperitoneal  tumour  was 
observed. 

The  duration  of  the  growth  of  the  fibroids  before  coming 
under  observation  varied ;  the  average  duration  in  the 
cases  in  which  the  heart  was  hypertrophied  was  decidedly 
shorter  than  in  the  cases  of  dilatation  and  degeneration. 
In  the  two  cases  of  hypertrophy  the  duration  was  two  and 
two  and  a  half  years  respectively.  In  the  five  cases  of 
dilatation  and  degeneration  the  duration  was  only  one  and 
a  half  years  and  two  years  respectively  in  two  cases  with 
marked  evidence  of  serious  heart  affection ;  in  a  third,  the 
one  above  related  at  length,  symptoms  of  the  fibroid 
existed  for  four  and  a  half  years  ;  in  the  other  two  patients 
the  duration  was  six  and  six  and  a  half  years  respectively. 
The  average  duration,  therefore,  in  the  cases  of  hypertrophy 
was  two  and  a  half  years,  and  in  those  of  dilatation  and 
degeneration  a  little  more  than  four  years. 

Symptoms  and  physical  signs. — Among  the  sjTnptoms 
to  which  the  heart  affection  may  give  rise  are  palpitation, 
spontaneous  or  on  exertion  ;  attacks  of  faintness,  of  syncope, 
and  of  giddiness  ;  hurried  breathing,  which  may  be  per- 
sistent for  some  time,  and  dyspnoea  coming  on  especially 
after  exertion.  As  the  disease  advances  nutrition  becomes 
seriously  interfered  with,  there  is  decided  wasting,  marked 
general  weakness,  and  the  complexion  assumes  a  muddy. 
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dirty  hue.  The  pulse  becomes  frequent^  feeble,  and 
excitable.  The  physical  signs  that  were  observed  were 
visible  diffusion  of  the  apex-beat ;  strong  and  heaving,  or 
weak  and  slapping  impulse,  felt  over  a  larger  area  than 
normal ;  increased  area  of  cardiac  dulness ;  weakness  of 
the  sounds  of  the  heart,  and  especially  shortening  of  the 
first  one ;  and  the  presence  of  murmurs,  usually  soft  in 
character. 

Course  and  'prognosis. — It  seems  to  me  probable  that  in 
not  a  few  cases  of  fibro-myoma  of  the  uterus  the  heart 
may  become  gravely  affected  in  this  way,  and  that  after 
a  time  the  tumour  may  undergo  regressive  changes, 
leaving  the  heart  affection  permanent.  In  such  circum- 
stances due  significance  may  not  be  attached  to  the 
presence  of  the  uterine  tumour,  and  it  is  easy  to  conceive 
that  the  cardiac  affection  may  lead  to  the  death  of  the 
patient  and  be  erroneously  supposed  to  be  the  primary 
cause  of  the  fatal  issue.  In  other  words,  fibro-myoma  of 
the  uterus  may  lead  through  the  heart  indirectly  to  the 
death  of  a  patient  without  obtaining  the  credit  for  that 
death  which  it  deserves. 

The  causation  of  heart  disease  by  fibroids  of  the  uterus 
has  a  most  important  bearing  on  the  question  of  operation 
in  certain  cases.  The  heart  should  always  be  carefully 
examined  in  cases  of  fibroid  disease,  and  evidence  of 
hypertrophy  should  be  looked  upon  as  one  of  the  most 
important  indications  for  operation.  Where  dilatation  or 
degeneration  is  already  present,  and  where  the  disease 
has  not  already  advanced  too  far,  the  indication  for  the 
removal  of  the  tumour  is  even  more  stringent,  care  being 
first  taken  to  bring  the  patient  into  as  good  condition  as 
possible,  by  rest  in  bed  and  nourishing  food. 

When  operation  is  undertaken  the  risks  are  markedly 
increased  by  the  concurrent  disease  of  the  heart.  Shock 
is  apt  to  be  excessive  and  may  be  prolonged,  as  is  well 
illustrated  by  the  case  already  related.  Great  care  may 
be  required  to  guard  against  the  formation  of  a  bedsore 
after    the    operation,  and    even   the   most  skilful    nursing 
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may  be  insufficient  to  prevent  it  in  severe  cases.  At  a 
later  stage  of  convalescence  there  seems  to  be  more  than 
the  usual  risk  of  thrombosis  of  some  or  other  veins  of  the 
lower  extremities,  an  accident  favoured  also  by  the  anjemia 
which  is  usually  present.  Thrombosis  occurred  in  two  of 
my  cases ;  in  one  there  was  marked  anfemia,  and  the 
determining  cause  was  a  septic  invasion  of  the  wound  in 
the  vagina ;  in  the  other  patient  there  had  been  a 
previous  attack  of  thrombosis  before  the  operation,  and 
the  cardiac  affection  may  fairly  be  put  down  as  at  least  a 
strongly  predisposing  cause.  The  risk  of  sepsis  follo^\^ng 
operation  is  also  markedly  increased  by  reason  of  the 
diminished  resistance  offered  by  the  enfeebled  and  badly 
nourished  tissues. 

The  outlook  as  regards  the  affection  of  the  heart  after 
the  tumour  of  the  womb  has  been  successfully  removed 
by  operation  is  distinctly  favourable.  In  four  out  of  my 
six  cases  after  recovery  from  operation  it  was  possible  to 
learn  something  of  the  patients  after  a  sufficiently  long 
interval  had  elapsed,  and  in  every  one  of  the  four  there 
was  distinct  evidence  of  improvement  in  the  condition  of 
the  heart.  In  some  of  the  cases  the  improvement  was 
very  marked,  as,  for  instance,  in  the  woman  whose  history 
has  already  been  given  at  length. 

Treatment. — A  few  words  about  the  treatment  must 
suffice.  Where  there  is  hypertrophy  of  the  heart,  unless 
after  a  short  trial  of  medicinal  means  the  tumour  ceases 
from  growing  and  from  causing  s^'mptoms,  operation 
should  be  urgently  recommended.  At  a  later  stage, 
when  there  is  evidence  of  heart  failure,  the  patient  should, 
as  far  as  possible,  be  built  up  by  rest  in  bed  and 
nourishing  diet,  and  the  tumour  should  then  be  removed. 
In  the  presence  of  cardiac  affection  it  may  be  in  the 
highest  degree  dangerous  to  give  ergot,  on  account  of  its 
depressing  effect  on  the  heart,  as  was  well  seen  in  the 
case  above  related. 

When  an  operation  is  undertaken  the  greatest  care 
must  be  exerted  to  prevent  shock,  by  minimising  the  loss 
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of  blood  and  loss  of  heat  from  the  patient  as  far  as 
possible.  The  best  anesthetic  Avill  usually  be  ether ;  but 
it  is  to  be  bomie  in  mind  that,  although  the  patient  may 
apparently  bear  the  proceeding  well,  yet  collapse  may  set 
in  and  be  severe  after  the  effect  of  the  ether  has  passed 
off.  In  the  course  of  the  operation  it  may  be  necessary 
to  give  hypodermic  injections  of  strychnia  solution,  and 
this  should  be  done  freely.  The  injection  of  saline  fluid 
is  also  frequently  of  the  utmost  service,  and  may  be  given 
under  the  skin  or,  in  the  more  severe  cases,  into  a  vein. 
After  the  operation  the  patient  must  be  well  wrapped  up 
in  warm  blankets,  the  head  being  enveloped  as  well  as 
the  rest  of  the  body.  Nutrient  enemata  containing 
brandy  should  be  administered  every  four  hours  from  the 
first,  alternating,  if  the  patient^s  condition  seems  to  require 
them,  with  hypodermic  injections  of  strychnia ;  the 
strychnia  and  brandy  should  be  gradually  left  off  in  the 
course  of  a  few  days  as  the  jDatient's  condition  allows. 
Early  stimulation  and  feeding  are  of  the  greatest  import- 
ance in  the  post-operative  treatment  of  these  cases. 

In  conclusion,  I  may  perhaps  be  permitted  shortly  to 
sum  up  the  points  that  I  am  especially  desirous  to 
emphasise.  In  a  certain  not  inconsiderable  number  of 
patients  who  have  fibro-myomata  of  the  uterus  of  only 
moderate  size,  serious  organic  disease  of  the  heart  is 
present.  Sometimes  the  cardiac  affection  has  been  present 
before  the  fibroid  began  to  grow,  in  which  cases  the  heart 
symptoms  are  apt  to  be- made  worse.  In  a  larger  number 
of  cases  the  heart  disease  is  secondary  to  the  growth  of 
the  uterine  tumour,  and  arises  in  one  of  two  ways  ;  either 
the  tumour  may  lead  to  monorrhagia  and  so  to  ansemia 
and  malnutrition  of  the  heart,  or  hypertrophy  of  the  heart 
may  at  first  be  set  up  in  a  way  that  we  do  not  at  present 
understand.  In  either  case  the  ultimate  result  is  dilata- 
tion of  the  cavities  and  fibroid  and  fatty  degeneration  of 
the  walls  of  the  heart. 

Disease  of  the  heart,  when  present  in  any  given  case 
of  uterine  fibroid,  is  a  serious  complication,  and  may  form 
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an  important  or  even  urgent  indication  for  operative 
interference.  When  an  operation  is  undertaken  special 
precautions  are  required  in  order  to  avoid,  as  far  as 
possible,  the  occurrence  of  severe  shock  and  of  subsequent 
heart  failure.  After  the  removal  of  the  uterine  tumour 
has  been  successfully  carried  out  the  heart  affection  tends 
to  improve,  and  the  organ  may  recover  its  tone  to  a  really 
remarkable  degree. 

Finall}-,  I  have  to  express  my  deep  sense  of  obligation 
to  my  two  colleagues,  Drs.  Malins  and  Short ;  to  the 
former  for  having  with  characteristic  kindness  allowed 
me  to  take  into  the  Greneral  Hospital  and  keep  under  my 
own  care  several  of  the  cases  yviih  which  I  have  here 
dealt  ;  and  to  Dr.  Short  for  giving  me  the  benefit  of  his 
valuable  opinion  on  the  condition  of  the  heart  in  several 
of  the  patients. 

Case  2.  Large  multinodular  jihro-myoma  of  the  uterus, 
the  largest  nodule  interstitial ;  duration  of  symptoms  two 
years ;  cardiac  hypertrophy ;  extra-j^erifoneal  hysterec- 
tomy ;  collapse  on  the  twenty-sixth  day ;  recovery. — S. 
H — ,  aged  39,  married  seven  years,  never  pregnant,  had 
been  suffering  severely  from  the  effects  of  a  large 
abdominal  fibroid  for  two  years.  The  patient  was  well 
nourished  and  not  anaemic ;  there  had  been  excessive  loss 
at  the  periods.  She  was  admitted  to  the  General 
Hospital  on  June  18th,  1895,  and  the  following  note  on 
the  condition  of  the  heart  was  taken  on  the  19th.  The 
impulse  is  heaviug ;  percussion  dulness  is  increased  to 
the  left ;  the  first  sound  is  rather  weak,  but  there  is  no 
murmur. 

On  the  20th  the  uterine  tumour  was  removed  by  the 
abdominal  method  with  extra-peritoneal  treatment  of  the 
pedicle.  The  poi'tion  removed  weighed  3  lbs.  11  oz.,  and 
consisted  cliiefiy  of  one  large  interstitial  fibroid  ;  there 
were  also  several  subperitoneal  tumours  the  size  of 
pigeon's  eggs. 

The    remains    of    the   stump   were    cut    away    on    the 
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twenty- fourth  day,  and  everything  went  well  until  then, 
and  for  two  days  longer.  On  the  twenty-sixth  day  after 
operation  the  patient  was  seized  with  pain  in  the  left 
groin,  with  vomiting  and  severe  collapse,  the  temperature 
sinking  to  96°,  and  the  pulse  becoming  almost  uncount- 
able. With  very  free  stimulation  the  patient  rallied,  and 
in  two  or  three  days  was  quite  well  again.  She  was  dis- 
charged well  on  August  3rd. 

This  patient  was  again  seen  on  November  8th,  1898, 
when  she  was  looking  very  well  and  had  gained  much 
flesh.  The  operation  scar  was  flat,  the  stump  of  the 
uterus,  about  the  size  of  a  small  lien's  egg,  freely  move- 
able in  the  j)elvis.  The  vulva  was  large,  but  pale  and 
smooth  ;  the  vagina  and  vaginal  cervix  were  atrophied. 
The  cardiac  impulse  is  felt,  normal  and  not  heaving,  just 
inside  the  nipple  line  ;  the  first  sound  is  a  little  short,  but 
there  is  no  murmur  ;  the  second  sound  at  the  base  is 
accentuated.  There  are  frequent  flushes  of  heat  and  pal- 
pitations, causing  sensations  of  exhaustion  ;  there  have 
been  "  dreadful  shakings ;"  and  burning  and  smarting 
sensations  all  over  the  abdomen  have  been  present ;  but 
all  these  symptoms  are  now  getting  decidedly  better. 

Case  3.  Cervical  fihro-myoma  invading  the  right  broad 
ligament;  dilatation  of  the  heart;  vaginal  hysterectomy; 
cardiac  failure  after  operation  ;  right  femoral  thrombosis 
beginning  on  the  ninth  day  ;  recovery. — F.  C — ,  a  pale 
yellowish,  anaemic,  well-nourished  married  woman,  aged 
40,  was  sent  to  me  on  December  4th,  1896,  by  Dr.  Wood, 
of  Bourton-on-the- Water.  The  patient  had  had  four 
children,  the  last  ten  years,  and  one  miscarriage  four 
years,  previously.  There  had  been  monorrhagia  for 
eighteen  months,  and  an  attack  of  retention  of  urine, 
lasting  a  fortnight,  six  weeks  before  coming  to  me.  An 
oedematous  fibro-myoma  the  size  of  a  child's  head,  which 
had  grown  outwards  into  the  base  of  the  right  broad 
ligament,  was  removed  by  vaginal  hysterectomy  on 
December  8th. 
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In  February,  1896,  this  patient  had  loss  of  power  and 
sensation  in  the  right  arm  and  hand,  with  stiffness  of  the 
right  side  of  the  neck,  and  impaired  hearing  on  the  same 
side.  These  symptoms  completely  disappeared  in  about 
three  weeks,  and  were  possibly  due  to  an  attack  of  cere- 
bral thrombosis. 

Before  operation  it  was  noted  that  the  heart's  impulse 
was  diffused,  and  extended  outwards  to  three  quarters  of 
an  inch  beyond  the  left  nipple  line  ;  it  was  best  felt  at 
about  the  level  of  the  nipple.  Dulness  extended  to  the 
left  to  half  an  inch  outside  the  nipple  line,  and  upwards 
to  the  third  costal  cartilage.  The  first  sound  was  re- 
duplicated ;  there  was  no  murmur,  but  the  sounds  were 
not  quite  clear. 

Recovery  was  complicated  by  an  attack  of  right 
femoral  phlebitis  beginning  on  the  ninth  day,  probably 
connected  with  some  purulent  offensive  discharge  from  the 
vagina,  that  had  begun  two  days  previously.  The  heart 
was  examined  on  December  10th  by  Dr.  Short,  who  con- 
cluded that  there  was  dilatation  with  some  leakage 
through  the  mitral  valve,  probably  due  to  enlargement  of 
the  mitral  ring  from  weak  muscular  action.  There  was  a 
soft  systolic  murmur  heard  at  the  apex,  not  conducted 
especially  in  any  direction  ;  and  a  somewhat  harsh  mur- 
mur was  heard  over  the  left  base.  The  cardiac  dulness 
was  increased  to  the  left,  and  the  apex  was  half  an  inch 
outside  the  normal  position.  The  pulse  was  104°,  of  fair 
quality  and  regular. 

From  December  8th  injections  of  Liquor  Strychnise,  four 
minims  every  four  hours,  were  given  till  the  12th,  and 
then  three  times  a  day  till  the  18th.  For  the  first  twenty- 
four  hours  after  operation  enemata  of  salt  solution,  eight 
ounces  every  four  hours,  were  also  administered. 

Dr.  Short  again  examined  the  heart  on  January  8th, 
1897,  when  he  reported  that  there  now  seems  to  be  more 
dilatation  of  the  heart  than  on  the  first  examination,  and 
the  murmur  is  decidedly  louder.  The  apex-beat  is  felt  lower 
than  before,  and  extends  about  half  an  inch   outside   the 
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nipple  line ;  there  is  a  fairly  loud  systolic  murmur  at  the 
apex  with  occasionally  a  short  presystolic  murmur  running 
up  to  the  first  sound.  The  heart  is  still  regular  and  of 
slower  beat;  the  pulse  of  better  quality^  88  to  the  minute. 
On  the  same  date  there  is  a  note  that  the  patient  has 
fainted  on  the  last  two  evenings,  the  first  occasions  on 
which  she  has  been  got  up.  She  is  looking*  much  better 
than  on  admission,  although  still  pale  and  waxy  ;  the 
thigh  is  quite  well  again. 

On  the  20th  October,  1898,  Mr.  Wood  was  good  enough 
to  let  me  know  that  the  patient's  general  health  had 
rapidly  improved  after  her  return  home,  and  that  the  signs 
of  heart  trouble  had  certainly  decreased. 

Case  4.  Large  inflamed  submucous  fihro-iniyonia  ;  dege- 
neration of  cardiac  wall ;  total  abdominal  hysterectomy ; 
cardiac  failure  after  operation  ;  thrombosis  of  the  veins  of 
the  left  leg  beginning  on  the  eighth  day ;  recovery. — 
A.  M — ,  aged  41,  a  somewhat  anaemic  and  sallow  woman, 
who  looked  ill  and  said  she  had  lost  flesh,  was  first  seen 
on  August  13th,  1897.  She  had  had  four  children,  the 
last  six  years  previously,  and  had  been  complaining  of  a 
lower  abdominal  tumour  since  the  last  labour ;  there 
had  been  profuse  menorrhagia  for  one  year.  In  the 
June  previous  to  her  first  attendance  there  had  been  an 
attack  of  thrombosis  in  the  veins  of  the  left  leg  below  the 
knee. 

At  the  first  attendance  the  patient  was  kindly  examined 
by  Dr.  Short,  who  found  that  the  heart  was  not  dilated, 
but  that  there  was  evidence  of  fatty  degeneration  of  the 
muscular  wall.  The  action  was  regular,  the  first  sound 
prolonged  and  murmurish,  with  occasionally  a  distinct, 
soft,  systolic  bruit.  The  second  sound  at  the  base  was 
softer  and  fainter  than  normal.  The  ventricular  contrac- 
tion was  prolonged,  producing  a  tendency  to  spacing  of 
the  sounds.  The  pulse  was  quick  and  sharp,  regular, 
and  of  fair  tension. 

On    September    18th    there    was    a    systolic    nnirmur 
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heard  all  over  the  cardiac  area,  best  over  the  pulmonary 
cartilage. 

A  large  abdominal  fibroid  extending  upwards  to  one 
and  a  half  inches  above  the  umbilicus  was  removed  by 
total  abdominal  hysterectomy  on  September  21st.  The 
tumour  was  a  large  submucous  fibro-myoma  ;  the  cut 
surface  of  a  section  showed  a  deep  plum  colour ;  the 
mucous  membrane  covering  it  had  a  similar  colour  and 
was  eroded  in  parts.  The  inside  of  the  uterine  cavity 
had  a  distinctly  disagreeable  smell,  but  there  was  no 
collection  of  discharge  and  no  pus.  Ten-grain  quinine 
suppositories  were  ordered  to  be  given  twice  a  day  from 
the  time  of  the  operation ;  on  the  day  after  the  operation 
brand)'  enemata  and  h^^podermics  of  strychnia  were 
ordered  to  alternate,  each  every  four  hours.  The  strj-chnia 
hypodermics  were  given  three  times  a  day  after  the  25th, 
and  brandy  was  administered  by  the  mouth  from  the 
28rd  until  October  12th.  An  attack  of  thrombosis  of  the 
veins  of  the  left  calf  began  on  the  eighth  day,  pre^^ous 
to  which  the  temperature  had  been  normal.  The  tempe- 
rature was  raised  irregularly  until  October  5th,  after 
which  it  was  again  normal.  The  leg  was  much  improved 
by  October  19th,  when  the  patient  was  sent  to  the  Jaffray 
Hospital.  During  a  stay  of  five  weeks  there  the  woman 
gained  21  lbs.  in  weight,  and  the  leg  further  improved 
considerably.  When  seen  after  her  return  the  heart's 
apex-beat  was  weak  and  diffused,  and  a  soft  systolic 
murmur  was  still  present,  but  best  heard  now  at  the 
apex. 

On  April  5th,  1898,  the  patient  was  again  seen  looking 
well,  and  expressing  herself  as  feeling  perfectly  well. 

On  November  25th,  1898,  Dr.  Short  again  examined 
this  patient  for  me  and  found  that  she  was  not  at  all 
anfemic,  and  that  there  were  no  cardiac  symptoms.  The 
apex-beat  was  in  the  normal  position,  the  first  sound  full 
and  a  little  prolonged,  but  otherwise  the  cardiac  sounds 
were  normal.  The  pulse  80,  was  regular,  of  fair  size, 
and  not  unduly  compressible. 
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Case  5.  Suhmticous  fihro-myoma  ;  cardiac  hypertrophy  ; 
total  abdominal  hysferectonn/. — S.  J — ,  niarriecl,  who  had 
had  two  children,  and  had  miscarried  four  years  ago  in 
the  last  of  three  pregnancies,  had  been  complaining  of 
profuse  menorrhagia  for  two  years  before  coming  to  seek 
advice  on  July  29th,  1898.  There  were  auEemia,  some 
wasting,  and  occasional  swelling  of  the  feet.  A  fibroid 
was  causing  retroversion  of  the  uterus,  and  filling  up  the 
pelvic  cavity. 

On  September  1st  it  was  noted  that  the  cardiac  impulse 
was  diffused  and  heaving ;  a  double  soft  murmur  accom- 
panied the  sounds  at  the  base,  and  there  was  a  soft 
systolic  murmur  at  the  apex. 

On  September  ord  the  tumour,  which  was  a  subnuicous 
fibroid  in  the  anterior  wall,  was  removed  by  total  abdo- 
minal hysterectomy  after  an  attempt  at  vaginal  removal 
had  failed.  Hypodermic  injections  of  three  minims  of 
Liquor  Strychniae  were  ordered  to  be  given  every  eight 
hours  after  the  operation,  and  were  continued  for  four 
days.  One  ounce  of  brandy  was  given  by  enema  ever}^ 
six  hours  for  four  days  after  operation. 

On  September  19th  it  is  noted  that  the  apex-beat  is 
seen  over  a  considerably  greater  area  than  normal ;  the 
impulse  feels  diffused,  and  is  slow  and  distinctly  heaving 
and  forcible  ;  it  extends  outwards  as  far  as  the  left  nipple 
line,  with  a  maximum  in  the  fourth  interspace  just  below 
and  inside  the  nipple.  Dulness  extends  upwards  to  the 
third  costal  cartilage,  and  to  the  nipple  line  to  the  left. 
The  sounds  at  the  base  are  muffled,  but  there  is  no 
murmur  there  or  at  the  apex,  where  the  first  sound  is 
weak  and  short. 

Case  6.  Large  muUinodnlar  interstitial  Jibro-imjoma ; 
cardiac  dilatation  ;  abdominal  svpra-vaginal  hysterectomy. 
— E.  H — ,  a  fat,  anaemic,  and  somewhat  sallow  woman, 
aged  40,  was  first  seen  by  me  on  December  28th,  1897, 
when  there  was  an  abdominal  tumour  extending  up  to  the 
umbilicus.      The  patient  had  had    two   children,   the  last 


198       RELATIONS  OF  ORGANIC  AFFECTIONS  OF  THE   HEART 

seven  years  previously,  and  had  been  suffering  from 
menorrhagia  for  six  years.  The  heart  was  examined  on 
several  occasions,  and  on  September  8th  there  is  a  note 
that  the  impulse  is  diffused  and  extends  outwards  to  the 
nipple  line ;  a  systolic  murmur  is  best  heard  over  the 
pulmonary  cartilage.  The  tumour  at  this  date  extended 
to  one  and  a  half  inches  above  the  umbilicus. 

On  September  10th,  the  uterus,  containing  a  lai'ge 
multinodular  fibroid  in  the  right  wall,  was  removed  by 
abdominal  hysterectomy  -with  intra-peritoneal  treatment  of 
the  cervical  stump ;  the  part  removed  weighed  3^  lbs. 
Three  hypodermic  injections,  each  of  four  minims  of 
strychnia  solution,  were  given  on  the  day  of  operation. 
There  Avas  some  cough  for  a  few  days  after  operation. 

On  September  19th  the  cardiac  impulse  was  diffused, 
and  extended  to  three  quarters  of  an  inch  outside  the  left 
nipple  line  ;  the  impulse  was  weak  and  slapping.  There 
was  no  murmur,  but  the  sounds  were  somewhat  weak. 
The  patient  made  a  good  recovery. 

Case  7.  (Reported  in  detail  in  '  Lancet,'  1900,  vol.  i, 
p.  306.)  Numerous  interstitial  fhroids ;  signs  of  cardiac 
dilatation  and  degeneration  ;  total  abdominal  hysterectomy  ; 
death  on  the  tenth  day  from  perforation  of  a  latent  duodenal 
ulcer;  post-mortem  examination;  hroivn  induration  and 
fatty  degeneration  of  the  heart  muscle. — E.  C — ,  a  thin, 
spare  widow  of  42,  who  had  had  one  child  twenty-two 
years  previously,  and  no  other  pregnancies,  was  first  seen 
on  December  I4th,  1897,  when  she  had  had  pain  in  the 
right  lower  abdomen  and  vaginal  discharge  for  six  months. 
The  beginning  of  the  present  illness  was  marked  by  a 
profuse  period  lasting  fourteen  days  and  confining  the 
patient  to  bed,  and  for  the  whole  six  months  the  periods 
have  been  very  irregular,  usually  recurring  about  every 
three  weeks,  with  varying,  but  not  on  the  whole  increased, 
flow.  A  firm  multinodular  fibroid  of  the  uterus,  the  size 
of  a  foetal  head,  occupied  the  hypogastric  region  and 
extended  to  within  two  inches  of  the  umbilicus. 
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On  the  25tli  October,  1898,  the  woman  was  rather 
thinner  and  paler  than  before,  and  the  fibroid  appeared  to 
be  about  the  same  size.  There  had  been  no  monorrhagia, 
but  the  yellow  discharge  had  been  more  profuse,  and  the 
pain  severe.  The  cardiac  impulse  was  much  diffused  over 
an  area  extending  to  three  quarters  of  an  inch  outside  the 
left  nipple,  and  about  one  and  a  half  inches  below  it ;  the 
impulse  was  forcible  and  deliberate,  but  not  distinctly 
heaving.  A  soft  systolic  murmur  was  heard  all  over  the 
cardiac  area,  best  at  the  lower  end  of  the  sternum  and  at 
the  base,  especially  over  the  aortic  cartilage.  There  have 
been  palpitation  and  shortness  of  breath  for  about  two 
years  ;  previously  the  woman  had  been  quite  well,  and  she 
had  never  had  rheumatic  fever. 

In  April,  1899,  the  patient  was  obviously  losing  ground, 
and  the  fibroid  had  apparently  somewhat  increased  in 
size.  The  cardiac  sounds  were  more  marked,  the  impulse 
being"  now  more  diffused  and  extending  to  an  inch  outside 
the  nipple,  and  being  also  distinctly  less  forcible  and  more 
slapping  in  character. 

The  patient  was  admitted  to  the  General  Hospital  on 
April  22nd,  1899,  and  on  the  25th  the  tumour  was  removed 
by  total  abdominal  hysterectomy.  The  operation  was 
rendered  difficult  by  old  firm  adhesions  and  disease  of  the 
appendages,  and  there  was  much  collapse  during  its  pro- 
gress ;  hypodermic  injections  of  strychnia,  saline  infusion 
under  the  skin  of  the  axilla,  and  finally,  intravenous  trans- 
fusion of  saline  fluid,  were  all  employed.  The  tumour 
removed  weighed  2  lbs.  3  oz.,  and  consisted  of  the  uterus 
with  numerous  fibroids  affecting  its  body,  and  of  both 
sets  of  appendages.  After  the  operation  hypodermics  of 
strychnia  soluticjn  and  saline  enemata  were  ordered,  and 
gradually  left  off  as  the  patient's  condition  improved. 

On  May  1st  it  Avas  noted  that  the  apex-beat  Avas  in  the 
fifth  space  in  the  vertical  nipple  line  ;  the  systolic  murmur 
was  softer  in  character,  but  still  heard  all  over  the  cardiac 
area. 

The  condition  of  the  patient  gave  rise  to  no  anxiety  till 
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the  evening  of  the  eighth  day  after  operation,  Avhen  a  dose 
of  castor  oil  was  immediately  followed  by  severe  pain  in 
the  epigastrium  and  by  rapid  collapse,  which  ended  fatally 
in  sixteen  hours. 

At  the  autopsy,  which  was  made  by  Dr.  Stuart  Mac- 
donald,  the  sudden  ending  of  the  case  was  found  to  have 
been  due  to  the  perforation  of  a  duodenal  ulcer  on  the 
posterior  wall  of  the  duodenum.  The  process  of  repair  at 
the  seat  of  operation  had  gone  on  in  a  perfectly  normal 
and  satisfactory  manner.  The  following  notes  Avere  made 
upon  the  condition  of  the  heart  : 

The  pericardium  contained  about  2  drachms  of  clear 
fluid ;  there  was  a  fair  amount  of  pericardial  fat ;  no 
adhesions  were  present.  The  right  auricular  appeiidix 
contained  some  small  ante-mortem  clots,  the  left  was  two 
inches  long,  and  had  a  very  small  lumen  in  three  quarters 
of  its  extent.  There  was  a  little  atheroma  of  the  aorta 
with  some  affection  of  the  cusps  of  the  valve,  and  small 
patches  of  atheroma  surrounded  the  orifices  of  both  coro- 
nary arteries.  The  openings  of  both  the  coronaries  were 
rather  patulous,  the  right  especially  so,  and  the  latter  was 
.somewhat  dilated  throughout,  but  showed  no  atheroma. 
The  aortic  valve  was  competent ;  the  cone  diameter 
measured  0*9  in.  The  pulmonary  valve  was  competent ; 
the  cusps  healthy,  the  diameter  1"5  in.  The  mitral  valve 
measured  ]"28  in.;  it  showed  evidence  of  slight  chronic 
endocarditis  at  the  base  of  the  anterior  cusp  ;  the  margins 
of  both  the  cusps  were  slightly  nodular  ;  there  were  no 
vegetations.  The  'tricuspid  valve,  similar  in  appearance 
to  the  mitral,  measured  14  in.  in  diameter.  The  heart 
muscle  was  soft  and  flabby,  and  was  uniformly  brown  in 
colour  with  a  somewhat  hyaline  appearance  ;  there  was 
no  obvious  fatty  degeneration.  The  left  ventricle  was 
S^  in.  long,  the  right  4i  in.  The  wall  of  the  left 
ventricle  was  1'4  cm.  in  thickness  all  over;  that  of  the 
left  auricle  0*6  cm.  ;  that  of  the  right  ventricle  0"85  cm., 
and  of  the  right  auricle  Oo  cm.  Under  the  microscope 
the  heart  muscle  showed  brown  ati'ophy  with  slight  fatty 
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degeneration  of  the  fibres.  The  organ  weighed  9j  oz., 
and  contained  extensive  post-mortem  clots  in  all  its 
cavities,  and  a  few  ante-mortem  clots  in  the  right  ven- 
tricle. 

Case  8.  Mitral  stenosis  twenty-five  years ;  repeated 
attacks  of  pelvic  peritonitis  ticenty-tivo  years  ;  multinodular 
fihro-niyoma  of  the  uterus  one  and  a  half  years ;  cardiac 
symptoms  wnch  u'orse. — M.  K — ,  aged  40,  had  had  one 
child  twenty-two  years  ago,  and  no  miscarriages ;  was 
married  at  seventeen,  became  a  widow  at  thirty,  and 
married  for  the  second  time  at  thirty-three.  The  patient 
had  had  very  frequent  and  free  losses  of  blood  for  one 
and  a  half  years,  and  had  felt  a  lump  in  the  abdomen  for 
one  year,  before  being  admitted  to  the  General  Hospital 
on  September  27th,  1899.  There  had  been  heart  sym- 
ptoms, palpitation,  and  dyspnasa  for  eighteen  years,  but 
all  these  had  been  much  worse  in  the  last  three  or  four 
months.  There  had  been  scarlet  fever  at  thirteen, 
rheumatic  fever  at  fifteen,  inflammation  of  the  lungs  at 
thirty-five,  and  several  attacks  of  pelvic  inflammation 
since  the  birth  of  the  onl}''  child.  The  patient's  mother 
died  of  cancer  of  the  breast  at  fifty,  and  one  brother  died 
of  a  tumour.  The  patient  was  a  very  anaemic  and  wasted 
woman  of  medium  size.  A  multinodular  fibi'oid  of  the 
uterus  the  size  of  a  foetal  head  extended  two  thirds  of  the 
way  to  the  umbilicus,  and  there  were,  in  addition,  signs 
of  adhesions  and  swelling  of  the  appendages,  especially  of 
the  left  side. 

The  heart's  apex-beat  is  seen  and  felt  to  be  consider- 
ably diffused,  and  extends  to  one  inch  outside  the  nipple 
line  in  the  fifth  space.  There  is  a  long  presystolic  thrill. 
Percussion  dulness  extends  upwards  to  the  third  rib,  and 
outwards  to  one  inch  outside  the  nipple  line.  At  the 
apex  there  is  a  long,  rough,  presystolic  murmur,  followed 
by  a  sharp  first  sound  ;  on  tracing  the  sounds  outwards 
into  the  axilla  the  presystolic  murmur  becomes  nmch 
shorter  and   a    short,  rough  diastolic  muiTnur   makes   its 
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appearance.  At  the  base  there  is  a  soft  systolic  murmur, 
and  reduplication  and  accentuation  of  the  second  sound, 
best  henrd  over  the  pulmonary,  and  least  over  the  aortic 
cartilage ;  the  systolic  murmur  is  well  conducted  down- 
wards to  the  lower  end  of  the  sternum.  The  reduplication 
of  the  second  sound  is  more  marked  at  the  middle  of  the 
cardiac  area. 

The  patient  was  kept  in  bed  for  five  weeks,  at  the  end 
of  which  time  the  cardiac  symptoms  were  decidedly 
better,  the  heart's  action  stronger  and  regular,  and  the 
presystolic  murmur  louder.  Hysterectomy  was  offered 
but  declined,  and  the  patient  was  sent  home  on  November 
4th. 

Case  9.  Large  multinodidar  fihro-myoma,  two  years, 
the  largest  tumour  interatitial  ;  rheumatic  fever  ten  years 
before  ojperation ;  total  ahdorainal  hysterectomy ;  develop- 
ment of  cardiac  double  murmur  after  operation. — M.  P — , 
aged  49,  was  sent  to  me  to  the  General  Hospital  on 
August  4th,  1896,  by  Dr.  Buxton,  of  Fazeley.  The 
patient  had  been  married  twenty-three  years  ;  had  one 
seven  months'  child  born  dead  twelve  years,  and  two 
miscarriages,  the  last  eight  years  before  her  first  visit  to 
me.  There  was  a  history  of  rheumatic  fever  ten  years 
previously.  The  abdomen  had  been  getting  large  for  two 
years,  and  there  had  been  menorrhagia  for  one  year. 
Examination  of  the  heart  after  admission  disclosed  no 
abnormal  physical  signs.  Total  abdominal  hysterectomy 
was  performed  on  September  15th.  The  tumour  removed 
weighed  10^  lbs.,  and  consisted  of  the  uterus  with  its 
cavity  8  inches  long,  and  its  walls  thickened  by  about  twenty 
fibroids.  'J'he  largest  of  these  was  in  the  posterior  wall, 
and  measured  Sh  inches  by  5  inches.  On  section  it  was 
foundtohave  undergone  gelatinous  degeneration, the  colour 
being  greyish-white  and  translucent.  Another  tumour  the 
size  of  a  goose  egg  was  degenerated  in  the  same  way, 
while  another  at  the  lower  part  of  the  large  one  was  more 
opaque    white.      In    addition   to   these   there  were  about 
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twenty  interstitial  fibroids  varying  in  size  from  a  goose 
egg  to  that  o£  a  walnut. 

On  September  23rd  the  pulse  had  been  frequent  ever 
since  the  operation,  the  highest  rate  having  been  120  a 
minute,  eighty  hours  afterwards. 

On  the  24th  the  patient  was  seen  by  Dr.  Short ;  the 
pulse  was  114,.  the  patient  pale  and  waxy.  Cardiac  dul- 
ness  was  not  increased,  but  there  was  a  double  rub,  weak, 
and  rather  distant,  all  over  the  cardiac  area,  and  a  rough 
systolic  murmur  at  the  lower  end  of  the  sternum.  The 
heart-sounds  themselves  were  weak,  and  the  action  occa- 
sionally tumbling.  After  a  careful  examination  of  the 
chest  it  was  concluded  that  this  woman  had  probably  had 
pericarditis  during  the  attack  of  rheumatic  fever  ten  years 
before,  and  that  compensation  had  taken  place.  The 
cardiac  wall  had  recently  become  weak,  and  the  symptoms 
were  due  to  this  and  not  to  recent  pericardial  mischief. 
The  tongue  was  clean  ;  the  appetite  had  begun  to  return. 
Iron  and  strychnia  were  recommended  every  four  hours. 
After  this  date  the  patient  made  a  good  recovery,  sat  up 
on  October  8th,  and  went  home  on  the  10th. 

Case  10.  Flhro-myoma  of  the  uterus  more  than  four- 
teen years ;  mitral  regurgitation  ;  death  with  symptoms  of 
injiammation  of  the  fihro-myoma . — M.  W —  first  came  under 
observation  in  the  year  1890,  when  she  had  a  tumour 
reaching  upwards  to  one  inch  below  the  umbilicus.  The 
woman  had  had  three  children  and  seven  miscarriages,  the 
last  in  1883  ;  she  had  begun  to  lose  too  much  in  1881 ; 
had  a  tumour  of  the  uterus  removed  through  the  vagina 
in  1882  ;  and  had  first  noticed  an  abdominal  tumour  in 
1884.  There  was  anaemia,  and  the  heart  signs  were  the 
same  in  1890  as  they  were  when  the  patient  first  came 
under  my  care  in  June,  1898,  at  the  Workhouse  Infirmary  ; 
in  the  interval  the  patient  had  been  more  or  less  continu- 
ally under  observation. 

When  I  first  saw  her  a  rather  soft  fibroid  extended 
upwards  as  far  as  the  umbilicus  ;  the  cervix  was  free,  and 
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the  OS  patulous  ;  there  was  much  pain,  and  the  woman 
was  never  free  for  more  than  a  few  daj's  at  a  time  from  a 
reddish  discharge.  There  was  some  degree  of  anaemia, 
but  the  woman  did  not  appear  to  be  ill.  The  heart  was 
regular,  the  apex-beat  in  the  fourth  interspace ;  there  was 
a  blowing  apical  systolic  murmur,  and  the  pulmonary- 
second  sound  was  accentuated.  While  I  was  away  on  my 
holiday  the  patient,  who  was  getting  about  the  ward  in 
her  usual  state  before  I  left  on  the  5th  August,  1898,  was 
seized  with  severe  lower  abdominal  pain  and  diarrhoea  on 
the  22nd  of  the  month  ;  great  tenderness  appeared  over 
the  tumour,  and  there  was  free  bleeding  from  the  vagina. 
The  temperature  rose  to  100'8°.  The  diarrhoea  ceased  in 
about  two  days,  but  the  lower  abdominal  tenderness  per- 
sisted, and  the  patient  rapidl}-  became  worse  and  died  on 
the  27th,  after  six  days'  illness.  The  age  at  death  was 
fifty-nine ;  a  post-mortem  examination  was  unfortunately 
refused. 
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The  President  commended  Dr.  Wilson  for  his  scientific 
treatment  of  a  subject  handled  too  empirically  at  present.  On 
the  one  hand  Dr.  Wallace,  at  Liverpool,  refused  ultimately  to 
operate  on  any  uterine  fibroid  which  was  not  threatening  life 
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on  the  other  band,  some  operators  seemed  over-eager  to  advance 
arguments  in  favour  of  the  removal  of  fibroids  which  caused  no 
symptoms.  The  President  had  frequently  observed  circulatory 
troubles,  independently  of  ansemia,  in  patients  with  fibroid 
tumours.  One,  free  from  any  sign  of  organic  heai't  disease, 
was  subject  to  attacks  of  syncope  at  every  period  (never  very 
free)  for  two  years.  Three  years  ago  he  removed  the  tumour, 
as  it  was  growing  rapidly,  and  took  away  both  ovaries.  Since 
then  no  attacks  of  syncope  had  occurred.  In  the  case  of  hyste- 
rectomy for  suppurating  fibroid,  of  which  he  spoke  last  year 
('Transactions,'  vol.  xli,  p.  212),  the  pulse  was  very  intermit- 
tent before  the  operation.  It  had  since  become  perfectly  regular. 
In  this  instance  one  ovary  was  not  removed.  Chavannaz  and 
Fieux,  of  Bordeaux,*  recently  i-eported  another  instructive  case 
of  irregular  pulse  becoming  regular  after  panhystei*ectomy  with 
removal  of  both  ovaries.  The  patient  had  been  subject  to  dys- 
menorrhoea  all  her  life,  and  to  pains,  presumably  due  to  a  fibroid, 
for  eight  years.  Fieux  opened  the  very  narrow  cervix  and  ap- 
plied a  stem  ;  temporary  relief  followed.  A  few  months  later 
Chavannaz  did  the  panhysterectomy.  Near  the  end  of  the  opera- 
tion the  pulse  stopped  and  the  anaesthetic  had  to  be  suspended. 
The  fibroid  adhered  strongly  to  the  lower  bowel.  The  President 
asked  Dr.  Wilson,  in  resj^ect  to  these  three  cases,  how  far  the 
ovaries  played  a  share  in  causing  disorders  of  cii-culation. 

Dr.  Amand  Routh  recalled  a  case  which  proved  the  serious 
action  of  ergot  in  the  cases  under  discussion.  He  had  elevated 
a  large  pelvic  fibroid  by  hydrostatic  pressure  in  a  jiatient  aged 
forty-six  years.  Her  only  symptoms  had  been  due  to  pelvic 
pressure,  and  these  were  at  once  relieved.  Her  heart's  action 
was  feeble.  Against  his  advice,  she  took  ergotin  pills,  and  soon 
became  very  weak  and  ill,  and  stated  that  within  an  hour  of 
taking  a  dose  she  had  pains  over  the  cardiac  area,  with  breath- 
lessness  and  palpitation,  and  was  quite  unable  to  walk.  Slie 
was  seen  by  Sir  William  Broadbent,  who  stated  that  he  found 
her  arteries  were  very  much  tightened,  and  his  previous  experi- 
ence of  such  cases  enabled  him  to  fix  on  the  ergot  as  the  cause 
of  the  heart  trouble  and  of  the  pseudo-angina.  The  patient 
slowly  improved  when  the  drug  was  discontinued.  Inasinuch 
as  ergot  was  so  generally  given  in  cases  of  uterine  fibroids,  he 
thought  it  not  unlikely  that  unsuspected  cardiac  debility  in 
such  cases  would  be  aggravated  by  the  drug,  and  would  explain 
some  of  the  cases  of  so-called  asthenia,  which  were  not  infre- 
quent. 

Dr.  Herbert  Spencer  considered  the  paper  a  very  valuable 
contribution  to  the  knowledge  of  the  effect  of  uterine  fibroids 

*  '  Revue  mensuelle  de  Gynecologie,   Obstetrique    et  Piudiatrie  de    Bor- 
deaux,' March,  1900,  p.  186. 
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on  the  organism.  He  thought  that  many  of  the  symptoms  of 
heart  disease  and  the  murmurs  were  due  to  the  anaemia  to 
which  the  fibroids  gave  rise  by  haemorrhages.  Anaemia  thus 
caused  was  an  urgent  indication  for  operation,  especially  in 
young  subjects.  It  was  remarkable  how  rapidly  in  some  cases 
the  symptoms  disappeared  and  health  was  restored,  even  after 
removal  of  the  ovaries  only,  the  tumour  remaining.  He  doubted 
whether  fibroids  often  gave  rise  to  hypertrophy  of  the  heart ;  in 
pregnancy  tbe  beart  was  very  frequently  not  hypertrophied. 

Dr.  Blacker  thought  that  there  were  considerable  difficulties 
in  determining  the  causal  relationship  between  a  fibroid  tumour 
and  organic  heart  disease.  He  would  like  to  know  upon  what 
number  of  cases  of  fibx-oid  tumour  Dr.  Wilson  based  his 
experience.  At  the  present  day,  when  influenza  was  so  common 
and  so  often  followed  by  cardiac  miscbief ,  the  previous  histories 
of  the  cases  described  in  the  paper  were  of  the  greatest  import- 
ance, since  without  a  very  complete  previous  history  it  would  be 
difficult  in  any  given  instance,  apart  from  cases  of  grave  anaemia, 
to  say  that  a  dilated  heart  was  due  to  tbe  presence  of  a  fibroid 
tumour.  He  also  wished  to  ask  why  Dr.  Wilson  thought  that 
the  presence  of  cardiac  hypertrophy  with  a  fibroid  tumour  was 
an  indication  for  operation. 

Dr.  Heywood  Smith,  in  reference  to  what  Dr.  Spencer  had 
said  as  to  hypertrophy  and  dilatation  of  the  heart  being 
probably  due  to  the  anaemia  produced  by  the  loss  of  blood, 
contended  that  it  was  more  probablv  due  to  the  heart  having  to 
overcome  increased  resistance  caused  by  the  extended  area  of 
circulation  j>roduced  by  the  tumour,  as  well  as  the  resistance 
through  a  tissue  so  unyielding  as  a  fibrous  tumour.  In  con- 
firmation of  this  proposition  he  stated  that  Dr.  Bedford  Fenwick, 
some  years  ago,  called  attention  to  tbe  fact  that  a  similar  hyper- 
trophy and  dilatation  of  the  heart  was  to  be  observed  in  many 
ca.ses  of  large  ovarian  cysts,  where  a  large  increased  area  was 
added  to  tbe  circulation,  giving  a  greater  stress  of  work  to  the 
heart. 

Dr.  Thomas  Wilson,  in  reply,  said  that  in  the  cases  recorded 
in  the  paper  the  presence  of  fibroid  tumours  appeared  to  be  the 
only  probable  exciting  cause  of  the  cardiac  condition.  In  none 
of  the  patients  was  there  a  history  of  influenza  or  other  of  the 
common  causes  of  derangement  of  the  heart's  action  or  nutrition  ; 
none  of  the  patients  were  neurotic  in  the  sense  in  which  this 
term  is  generally  applied.  In  many  of  tbe  cases  chronic  anaemia 
seemed  to  be  an  imjiortant  factor  ;  but  in  several  of  the  cases 
there  was  no  anaemia.  With  regard  to  the  relative  frequency  of 
heart  afliections  in  cases  of  fibroids  Dr.  Wilson  Avas  not  in  a 
position  to  give  statistics  at  present. 


JUNE  6th,   1900. 
Alban  Doran,  F.R.C.S.,  President,  in  the  Chair. 

Books  were  presented  by  Mr.  Bland-Sutton,  Drs.  Giles,. 
Jacobi,  Minot,  Cristalli,  and  Lieut. -Colonel  Sturmer, 
I.M.S. 

The  following  gentlemen  were  proposed  for  election  : 
— Jameson  John  Macan,  M.A.,  M.D.Cantab. ;  Ralph 
Henry  Vincent,  M.B.,  B.S.  (Duuedin)  ;  George  Mansell 
Dawkin,  M.R.C.S.,  L.R.C.P.Lond.,  and  Horatio  White 
Abbott,  M.R.C.S.Eng.,  L.R.C.P.Lond. 


Report  on   Dr.    Stahh's  specinien   of  My.vo-fihroma   {?  Sar- 
coma) of  Uterus.      {8ee  p-  133.) 

We,  the  undersigned,  have  met  this  day,  and,  after 
examining  the  specimen  named  above,  have  drawn  up 
and  signed  the  following  Report  : 

Having  examined  a  series  of  microscopic  specimens, 
taken  from  different  parts  of  the  tumour,  we  are  of 
opinion  that  it  is  a  fibro-myoma  which  has  undergone 
extensive  myxomatous  degeneration.  There  are  many 
clusters  of  small  cells  or  nuclei  scattered  through  the 
sections,  but  there  is  no  clear  evidence  that  these  are  of 
a  sarcomatous  nature. 

William  Duncan. 

T.  W.   Eden. 

G.  Drcmmond  Robinson. 

A.  F.  Stabb. 
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SQUAMOUS  -  CELLED     EPITHELIOMA     OF     THE 
CERVIX    UTERI    IN    A   VERY    EARLY    STAGE. 

Shown  by  W,    S.  A.   Gkiffith,   M.D. 


SQUAMOUS-CELLED  EPITHELIOMA  INVADING 
SURROUNDING  TISSUES  LIKE  A  COLUMNAR- 
CELLED  VARIETY. 

Shown  by  "W.  S.  A.  Griffith,   M.D. 


SARCOMA    OF    THE    UTERUS,    WITH    A    MICRO- 
SCOPIC   SECTION. 

Shown  by  H.  R.   Andrews,  M.D.,   B.S. 

Dr.  H.  R.  Andrews  showed  a  specimen  of  sarcoma  of 
the  uterus,  with  a  microscopic  section.  The  patient,  an 
unmarried  woman  of  thirty-three,  was  apparently  quite 
well  until  eight  months  ago.  She  then  began  to  have 
excessive  losses  at  her  menstrual  periods.  Four  months 
ago  a  tumour  was  found  in  the  abdomen.  For  the  last 
two  months,  before  she  came  to  the  London  Hospital, 
the  bleeding  was  practically  continuous.  She  complained 
of  a  good  deal  of  abdominal  pain. 

A  hard  rounded  tumour,  regular  except  for  one  well- 
marked  nodule  at  the  upper  part,  was  found  rising  out 
of  the  pelvis  reaching  up  to  the  umbilicus. 

An  attempt  was  made  to  remove  the  uterus  by  abdo- 
minal hysterectomy,  but  found  to  be  impossible,  owing  to 
the  fact  that  the  right  broad  ligament  was  infiltrated  by 
the  growth,  which  was  evidently  malignant. 


CYSTIC    FIBKO-MYOMA    OP    THE    CERVIX    UTEEI.  211 

The  patient  died  and  the  uterus  was  removed  post 
mortem. 

A  large  growth  was  found  in  the  anterior  wall  of  the 
uterus^  which  was  three  inches  thick.  The  uterus  weighed 
3^  lbs.  The  endometrium  was  unaifected.  vSections 
showed  the  tumour  to  be  a  sarcoma.  Masses  of  small 
round  cells^  arranged  in  a  more  or  less  alveolar  manner^ 
were  seen  to  be  infiltrating  the  uterine  muscle.  Round 
the  margins  of  the  alveoli  were  spindle-cells.  There 
were  very  numerous  ill-developed  blood-vessels  in  the 
growth. 

No  secondary  deposits  were  found,  but  only  a  partial 
autopsy  was  allowed. 

Dr.  Andrews  "was  indebted  to  Dr.  Herman  for  the 
specimen. 


CYSTIC  FIBRO-MYOMA  OF    THE   CERVIX  UTERI. 

Shown  by  Dk.   Roberts. 

Dr.  Roberts  showed  a  specimen  of  cystic  fibro-myoma 
of  the  cervix  uteri  (No.  2960&  St.  Bartholomew's 
Hospital  Museum),  which  was  removed  post  mortem  from 
the  body  of  a  woman  aged  thirty-four,  who  was  ad- 
mitted to  the  hospital  for  difiiculty  in  micturition  and 
defsecation  of  two  years'  duration.  A  rounded  mass  was 
felt  in  the  abdomen  reaching  to  the  level  of  the  umbili- 
cus, and  continuous  with  a  hard,  fixed,  nodular  tumour, 
which  was  discovered  per  vaginam  to  occupy  the  whole 
pelvic  cavity,  and  extend  on  to  the  perinfeum.  Laparo- 
tomy was  performed  without  any  successful  result  ;  the 
patient  died  of  pei'itonitis.  Post  mortem  the  tumour  was 
found  to  be  in  a  condition  of  suppuration.  This  occurred 
in  1894.  The  tumour  is  a  large  cystic  fibro-adenoraa  of 
the  cervix  ;  it  resembles  in  all  particulars  an  ordinary 
cervical  fibroid,  the  body  of  the  uterus  being  perched  on 
the  summit  of   the  ovoid  tumour  below,  which  projected 
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into  the  dilated  upper  part  of  the  vagina.  The  tumour 
is  dense  and  fibrous.  Scattei*ed  thi-ough  its  substance  are 
a  large  number  ot  cysts,  varying  from  the  size  of  a 
marble  to  that  of  a  pea  ;  some  contain  mucoid  material, 
some  altered  blood,  and  some  a  chees}*,  purulent  sub- 
stance. 

In  the  neighbourhood  of  the  internal  os  the  tumour 
is  breaking  down,  and  the  cavity  of  the  uterus  is  lined 
by  ragged  sloughing  tissue. 

Sections  of  the  growth  (shown)  prove  the  tumour  to 
be  a  cystic  fibro-adenoma  ;  each  of  the  centres  is  lined 
with  a  single  layer  of  columnar  epithelium  resembling 
the  glands  of  the  cervix. 

Dr.  Roberts  showed  this  specimen  and  a  section  of 
another  cystic  adenoma  of  the  cervix  (2960a,  St.  Bar- 
tholomew's Hospital  Museum)  which  grew  on  the  anterior 
lip,  forming  an  oval  tumour  which  protruded  tli rough 
the  vulva  of  a  woman  of  thirty-two.  The  tumour  mea- 
sured 2 1  inches,  it  was  spongy  in  section  and  contained 
mucus  in  cystic  centres  which  on  section  were  found  to 
be  lined  with  a  single  layer  of  columnar  epithelium 
(section  only,  shown  on  June  6th). 

Dr.  Roberts  thought  these  specimens  of  some  interest 
in  connection  with  much  that  had  been  brought  forward 
lately  before  the  Society  with  regard  to  adenoma  of  the 
uterus.  At  the  last  meeting  Dr.  Roberts  had  shown  a 
specimen  of  adenoma  of  the  body  of  the  uterus  with 
cancer  of  the  cervix. 

It  was  also  of  some  interest  in  relation  to  the  so-called 
cystic  fibroids.  Dr.  Roberts  had  examined  a  considerable 
number  of  cystic  fibroids,  but  had  not  met  with  a 
single  case,  except  the  one  quoted  above,  where  any 
trace  of  epithelium  could  be  found  lining  the  spaces  in 
such  tumours,  which  Dr.  Roberts  regarded  as  due  to 
necrosis  and  degeneration. 

In  the  cystic  fibroid  of  the  cervix  it  was  probable  that 
the  spaces  lined  with  definite  columnar  epithelium  took 
their  origin  from  cervical  glands. 
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A  CASE  OF  EXTRA-UTEEINE  GESTATION  IN 
WHICH  FCETAL  DEATH  OCCURRED  AT  THE 
EIGHTH  MONTH  AFTER  SPURIOUS  LABOUR; 
ABDOMINAL  SECTION  TWO  MONTHS  LATER. 

By  Alban  Doran,  F.E.C.S. 

SURGEON    TO    THE    SAMARITAN   EREE    HOSPITAL. 

(Received  IMavcb  15th,  1900.) 

{Abstract.) 

The  j)atieut,  aged  34,  became  pregnant  for  the  fif tli  time,  after 
an  interval  of  four  years,  in  February,  1899.  Abdominal  pains 
occurred  early,  diarrhoea  caused  trouble  from  July  to  the  end 
of  October,  when  labour  pains  and  hsemorrhage  set  in,  followed 
by  septic  symptoms.  The  outline  of  a  foetus  could  plainly  be 
felt  through  the  parietes.  On  December  12th  it  was  removed 
by  abdominal  section.  It  was  very  foetid,  and  had  developed  in 
the  posterior  layer  of  the  right  broad  ligament.  The  sac  was 
packed  with  gauze  for  a  few  days  and  then  drained ;  the 
placenta  came  away  in  fragments.  A  faecal  fistula  developed 
and  discharged  for  a  few  weeks.  For  six  weeks  the  patient  did 
very  well,  then  symptoms  of  chronic  obstruction  with  great 
emaciation  set  in,  and  she  died  in  the  ninth  week  after  opeia- 
tiou,  flatus  passing  to  the  last.  Several  coils  of  small  intestine 
had  been  dragged  upon  by  the  contraction  of  the  sac  ;  the  adhe- 
sions involved  several  surfaces  of  mesentery,  which  seemed  to 
account  for  the  emaciation,  strongly  marked  in  this  case  where 
there  Avas  but  little  vomiting  or  distension. 

The  author  dwells  on  the  infection  of  the  sac,  especially 
common  in  posterior  tubo-ligamentary  pregnancy  (Taylor), 
on  the  diarrhoea  observed  when  placenta  is  attached  to  intestine 
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(Freund),  an  J  ou  the  inanition  caused  by  tlie  clianges  noted  in 
this  case.  As  there  is  no  true  sac-Avall  inferiorly  in  this  form  of 
ectopic  gestation,  complete  extirpation  of  the  sac  seems  hardly 
possible.  He  dwells  ou  Dunning's  case  and  on  those  collected 
by  Jayle  and  Delherm,  and  expresses  doubts  as  to  the  precise 
anatomical  character  of  the  sac  in  some  of  those  cases.  Finally, 
the  author  agrees  with  Taylor  in  preferi'ing  to  pack  and  drain 
the  sac,  but  does  not  know  of  any  method  of  dressing  which 
can  obviate  the  dangers  which  follow  the  contraction  of  the  sac- 
wall. 


This  case  is  of  interest  in  relation  to  several  others 
which  have  been  recently  published.  The  patient,  almost 
moribund  from  septic  absorption,  was  for  six  weeks 
restored  to  relative  health  by  the  removal  of  the  foetus 
with  draining  of  the  sac.  Unfortunately  the  walls  of 
the  sac,  which  were  developed  from  the  posterior  layer 
of  the  broad  ligament,  were  contracted  so  as  to  di*ag 
upon  several  coils  of  adherent  small  intestine.  This 
complication  interfered  so  greatly  with  nutrition  that  the 
patient  died  in  the  ninth  week  after  operation. 

I  will  begin  by  relating  the  history  of  the  case  and  the 
operation. 

E.  P — ,  aged  34,  married  fourteen  years,  was  admitted 
into  the  Samaritan  Hospital,  under  mj^  care,  on  Decem- 
ber 5th,  1899. 

Dr.  Walter  Tate,  to  whom  the  patient  had  applied  at 
the  out-patient  department,  kindly  furnished  me  with  the 
following  clinical  history  : — She  had  borne  five  children, 
all  females,  the  eldest  thirteen,  the  youngest  four  years 
of  age,  and  had  never  miscarried.  The  last  period 
occurred  in  February,  1899.  A  month  or  two  later  she 
found  that  she  was  evidently  pregnant,  and  pains  were 
felt  all  over  the  abdomen  from  the  first.  At  the  fifth 
montli  coloured  water  dripped  away  from  the  vagina  for 
three  weeks.  Several  sharp  attacks  resembling  labour 
pains  occurred  in  summer,  and  forced  her  on  each  occa- 
sion to  keep  to  her  bed  for   over  a  week.      Diarrhoea   set 
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in  during  July,  and  tlieuceforward  the  bowels  were  always 
i*elaxed. 

At  the  end  of  October  unusually  severe  pains  set  in, 
just  like  labour,  with  considerable  flow  of  blood  (which 
continued  till  the  operation).  Then  she  became  very  ill 
and  feverish,  losing  flesh  steadily.  Dr.  Tate  examined  her, 
and  detected  a  foetal  outline  through  the  abdominal  walls. 

On  admission  the  patient  was  much  emaciated,  the 
eyes  bright,  the  skin  dry  and  rough,  the  tongue  very  raw, 
the  temperature  100'6°,  the  pulse  120,  the  urine  deep 
orange  in  colour,  clear;  specific  gravity  1017,  and  distinct 
trace  of  albumen. 

The  abdominal  walls  were  very  thin.  There  was  a 
brown  pigmented  line,  which  ran  not  only  from  the 
umbilicus  to  the  pubes,  but  also  from  the  ensiform  carti- 
lage to  the  umbilicus — which  it  curved  round  to  the  right 
— and  was  continued  downwards.  The  patient  was  dark- 
complexioned.  An  oval  swelling  filled  the  front  of  the 
abdomen  almost  to  the  ribs.  It  was  resonant  all  over  on 
percussion  ;  on  palpation  a  crackling  sensation  was  felt. 
The  outline  of  a  fcetus  could  be  easily  detected ;  the  head 
lay  uppermost,  to  the  left  above  the  umbilicus. 

I  endeavoured  to  improve  the  patient's  condition  by 
rest  and  good  feeding  for  a  few  days,  but  she  grew  worse; 
the  pulse  remained  high,  the  night  temperature  exceeding 
101°.  On  December  11th  she  was  droAvsy  and  very 
feeble.  On  December  12th  I  operated,  with  the  assist- 
ance of  Mr.  Butler- Smy the.  The  incision  in  the  middle 
line  exposed  a  cystic  cavity  with  a  thick,  very  soft  wall 
of  deep  red  colour.  Intensely  foetid  gas,  vernix  caseosa, 
and  shreds  of  foetal  membrane  escaped.  I  enlarged  the 
incision  to  above  the  umbilicus,  and  drew  out  tlie  foetus 
by  the  legs,  which  lay  lowest.  During  extraction  the 
head,  though  very  soft,  tore  the  upper  limit  of  the  cyst 
wall,  exposing  an  omental  adhesion  and  the  upper  part  of 
the  peritoneal  cavity.  The  cyst  extended  into  the  I'ight 
iliac  fossa  and  into  the  pelvis.  I  washed  it  out  with 
saline  solution,   with    1  in  40   boracic   solution,  and   with 
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iodine  water^  one  ounce  to  the  pint.  The  placenta  lay  in 
the  lower  part  of  the  cyst,  chiefly  to  the  right.  The 
umbilical  cord  was  so  rotten  that  during  extraction  it 
came  off  close  to  its  placental  attachment. 

The  cyst  wall  was  very  soft,  but  closely  incorporated 
with  important  adjacent  structures.  The  patient  Avas 
already  much  exhausted.  Had  I  succeeded  in  dissecting 
away  the  cyst — a  practically  impossible  task,  as  the  sequel 
proved, — and  returned  her  alive  to  her  bed,  general 
septic  infection  must  have  rapidly  set  in.  I  therefore 
closed  the  rent  in  the  upper  part  of  the  cyst  with  a  fine 
silk  suture,  packed  the  cyst  cavity  with  iodoform  gauze, 
and  made  a  purse-string  suture,  including  its  cut  edge. 
I  drained  the  peritoneum  at  the  upper  angle  of  the  wound, 
above  the  rent  in  the  cyst,  with  a  strip  of  gauze,  which 
was  removed  on  the  second  day.  This  precaution  proved 
hardly  necessary,  as  the  general  peritoneal  cavity  was 
really  cut  off  at  this  point  by  adhesions  of  adjacent  coils 
of  intestine. 

The  foetus  was  a  female,  extremely  foetid  aud  decom- 
posed. The  skin  was  dead  white,  much  macerated,  and 
it  had  disappeared  from  the  right  side. 

Weight  (after  lying  twenty-four  hours,  first  in  carbolic 
acid,  then  in  acid)  was  3^  lbs.  The  length  from  neck  to 
extended  left  heel  was  18  inches.  The  left  side  presented, 
breech  lowest,  head  bent  on  thorax,  and  greatly  flattened 
laterally,  the  occipital  protuberance  lying  uppermost. 
Parietals  overlap.  Features  normal,  but  flattened. 
Thighs  and  humeri  strongly  flexed  on  trunk. 

No  spina  bifida;  no  cleft  in  the  middle  line  of  tliorax 
and  abdomen.  Funis  softened  by  decomposition  :  now 
hardened  through  spirit.  Two  inches  of  funis  remain 
on  foetus ;  it  tore  away  during  extraction.  Vulva  well 
developed ;  hymen  distinct,  with  wide  orifice.  Anus 
pendulous;  admits  bougie  1^  inches. 

The  skin  has  disappeared  through  maceration  from  the 
right  side  of  the  trunk.  The  ninth  and  tenth  ribs 
appear  necrosed,  projecting  through  the  exposed  muscular 
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layers,  black,  and  denuded  of  their  periosteum.  The 
other  ribs,  invested  with  their  periosteum,  appear 
normal. 

After  a  few  hours  of  severe  shock  the  patient's  con- 
dition rapidly  improved.  Tlie  pain,  nausea,  and  general 
discomfort,  from  which  she  had  not  been  free  for  months, 
disappeared  entirely. 

On  the  second  day  I  removed  the  iodoform  gauze  from 
the  cavity  of  the  cyst ;  it  was  very  foetid.  The  cavity  was 
washed  out  with  antiseptics.  Chinosol  (strength  15  gr.  to 
the  pint)  proved  to  be  the  best  agent  for  tlie  purpose.  On 
the  third  day  the  gauze  was  removed  from  the  upper  part  of 
the  wound.  Flatus  passed  well.  Sloughy  placenta  began  to 
come  away  in  small  fragments.  For  several  days  the  patient 
suffered  from  occasional  sickness,  and  grew  weak  and 
sallow.  On  the  sixth  day  the  bowels  were  opened  twice. 
On  the  seventh  a  large  handful  of  placenta  came  away. 
The  cavity  was  filled  with  chinosol  solution  (15  grains  to 
the  pint,  as  used  daily).  The  fluid  did  not  ebb,  but  some 
bubbles  rose  up  in  it.  On  the  eighth  day  some  faeces 
came  out  of  the  wound  ;  a  faecal  fistula  had  thus  developed . 
It  discharged  till  January  24tl],  1900,  in  the  seventh  wxek 
after  the  operation,  and  three  weeks  before  the  patient's 
death  on  February  15tb. 

During  the  second  week  occasional  attacks  of  sickness 
occurred.  On  January  8th,  at  the  beginning  of  the  fifth 
week,  a  large  ragged  mass,  three  inches  by  one  inch, 
came  away  as  the  cavity  was  being  washed  out.  Fearing 
that  this  piece  of  placenta  might  include  a  portion  of 
intestinal  wall,  I  sent  it  to  Mr.  Shattock,  who  found  that 
it  was  typical  placental  tissue,  with  no  evidence  of  any 
fragment  of  intestine.  It  had  remained  attached  for 
neai'ly  three  weeks  longer  than  the  remainder  of  the  pla- 
centa. Atthistime  the  cavity  was  washed  through  the  rectum 
with  saline  solution  every  morning,  and  it  had  greatly 
shrunken.  But  the  chinosol  solution,  as  on  the  first  day  that 
the  faecal  fistula  was  detected,  did  not  ebb  into  the  rectum 
when  poured  into  the  cavity,   though,  as  from   the   first. 
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bubbles  of  flatus  rose  up.  The  fistula,  which  could  not 
be  detected  after  death,  must  have  been  valvular.  The 
patient  slept  and  fed  very  well  at  this  time  ;  indeed,  she 
was  a  good  sleeper  to  the  last. 

On  January  24th,  after  the  completion  of  the  sixth 
week,  solid  fseces  still  came  away  from  the  rectum,  and 
some  soft  faeces  from  the  wound ;  but  from  that  day  no 
motion  could  be  made  to  pass.  Flatus  passed  to  the  last, 
and  several  coils  of  small  intestine  rose  up  daily,  and  dis- 
appeared slowly,  to  rise  again  in  a  few  hours.  The 
patient  was  sick  once  or  twice  daily,  the  vomit  mucous  or 
bilious,  never  "  coffee-ground  "  or  f^cal.  Marasmus  came 
on  rapidly. 

I  held  several  consultations  with  my  colleagues,  and  we 
agreed  that  an  exploi-atory  operation  was  not  advisable, 
as  the  clinical  symptoms  pointed  to  mal-assimilation  from 
the  dragging  of  extensive  adhesions  rather  than  to  well- 
localised  mechanical  obstruction.  The  probability  of 
spontaneous  disappearance  of  the  obstruction,  though  very 
small,  was  greater  than  the  chance  of  doing  any  good  by 
operation.  The  post-mortem  evidence  showed  that  the 
obstruction  could  hardly  have  been  rectified,  or  even  accu- 
rately diagnosed,  through  an  abdominal  incision.  I 
meditated  an  enterostomy  as  a  palliative  measure,  so  as 
to  drain  the  distended  small  intestine,  with  a  view  to  some 
more  i-adical  intestinal  surgery  when  the  patient  had 
grown  stronger.  But  she  was  extremely  weak  ;  and  ray 
experience  of  enterostomy  in  chronic  obstruction  on  a 
much-enfeebled  subject  is  that  it  ensui'es  a  few  days* 
comfort,  followed  by  euthanasia,  but  seldom,  if  evei',  has 
the  patient  grown  strong  enough  to  bear  a  plastic  intestinal 
operation.  In  certain  forms  of  acute  obstruction  enter- 
ostomy is,  no  doubt,  serviceable. 

The  patient  died  on  February  loth  ;  the  flatus  had 
passed  within  five  hours  of  her  death. 

Post-mortem  apjH'arances. — Dr.  Bosanquet  made  the 
necropsy  about  twenty-four  hours  after  death. 

The  body  was  extremely  emaciated.   The  heart  weighed 


EXTEA-UTERINE    GESTATION.  219 

only  5  oz.,  the  liver  2  lbs.  3^  oz.,  the  spleen  2  oz.,  the 
right  kidney  2  oz.,  the  left  2i  oz. 

Several  coils  of  distended  small  intestine  were  firmly 
adherent  to  the  posterior  and  superior  part  of  the  sac. 
The  large  intestine  was  much  contracted,  but  contained 
a  considerable  amount  of  soft  fa3ces.  The  ileum  was 
quite  empty  and  greatly  contracted  at  the  ileo-c£ecal 
valve,  and  for  three  or  four  inches  upwards  till  it  was 
traced  to  the  back  of  the  sac,  with  which  it  was  closely 
incoi'porated. 

The  rectum,  when  laid  open  from  below,  seemed  com- 
pletely closed  at  the  point  where  it  touched  the  sac,  which 
was  six  inches  fi'om  the  anus.  The  upper  end  of  the 
rectum  also  seemed  completely  closed  at  its  junction  with 
the  sac.  The  parts  Avere  sent  to  Mr.  Shattock  for  further 
examination  at  the  College  of  Surgeons. 

After  careful  dissection  it  was  found  that  the  uterus, 
three  inches  long  and  rather  thick,  bounded  the  greater 
part  of  the  anterior  aspect  of  the  sac.  The  left  tube 
and  ovary  were  detected  on  dissecting  from  the  front, 
that  is  to  say,  through  the  layers  of  the  left  broad 
ligament.  The  anterior  wall  of  the  right  broad  ligament 
formed  the  anterior  wall  of  the  sac  to  the  right,  and 
no  trace  of  tube  or  ovar}-  could  be  detected.  The 
back  of  the  sac  was  closely  incorporated  with  the  aorta, 
just  at  its  bifurcation,  by  dense  cellular  tissue.  The 
rectum  was  closely  connected  with  the  sac,  and  its  calibre 
contracted  so  as  to  become  too  narrow  to  admit  the  little 
finger.  The  mucous  membrane  was  deeply  congested 
and  puckered  for  three  inches,  corresponding  to  the  area 
of  adhesion.  No  communication  could  be  found  betw'een 
the  rectum  and  the  cavity  of  the  sac,  nor  between  the 
sac  and  any  other  part  of  the  intestinal  canal. 

The  last  four  inches  of  the  ileum  were  much  con- 
tracted, not  admitting  the  little  finger.  But  water  could 
be  made  to  pass  along  it  from  the  upper  bowel  in  small 
quantity.  This  portion  of  intestine  was  closely  adherent 
to  the  back  of  the  sac  and  to  the  mesentery  of  the  intes- 
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tine  above  it,  aud  several  coils  of  intestine  higher  up 
were  also  adherent,  obstructing  each  other  by  kinking 
and  by  firm  adhesion  to  adjacent  mesentery. 

The  sac  had  a  true  wall,  though  incomplete — a  matter 
on  which  I  shall  dwell  presently — and  much  altered  by 
pathological  changes  ;  this  Avail  was  not  made  up  of  coils 
of  intestine  covered  with  lymph.  The  lining  of  the  sac 
seemed  sloughy  ;  it  invested  anteriorly  ihe  back  of  the 
uterus  and  the  back  of  the  anterior  layer  of  the  right 
broad  ligament,  of  Avhich  ligament  it  evidently  formed 
a  part.  Posteinorly,  where  the  true  wall  was  deficient, 
the  lining  of  the  sac — a  mere  inflammatory  deposit — 
invested  the  aorta  and  iliacs  and  the  upper  part 
of  the  rectum.  The  cavity  had  greatly  contracted,  so 
that  its  upper  part  lay  almost  as  low  as  the  fundus 
of  the  uterus.  Douglas's  pouch  had  been  com- 
pletely lifted  up  ou  the  right,  but  to  the  left  it  was 
represented  by  a  shallow  pouch  containing  the  left  ovary 
and  tube,  and  bounded  in  front  by  the  posterior  surface 
of  the  left  half  of  the  uterus.  The  bladder  adhered 
firmly  to  the  front  of  the  uterus,  but  the  utero-vesical 
fold  existed. 

The  absence  of  all  trace  of  communication  between 
the  canal  of  the  intestine  and  the  sac  was  remarkable,  as 
faeces  had  passed  so  freely  through  the  sac  for  six 
weeks.  The  fistula  must  have  been  low  down,  as  saline 
enemata  came  out  through  the  wound  almost  directly ;  I 
suspect  that  the  fistula  had  closed  up  during  the  last 
three  weeks  of  her  life  and  the  whole  bowel  had  become 
contracted  and  puckered  at  its  side. 

Tuho-ligamentary  j^rrguancy.  —  In  making  comments 
on  this  case  and  others  like  it,  I  will,  for  the  sake  of  con- 
venience, make  use  of  the  terms  introduced  by  Taylor."^ 
He  believes  that  nearly  all  ectopic  gestations  are  origin- 
ally tubal,  and  most  of  us  ai'e  of  the  same  opinion.  The 
other  familiar  forms  are  held  by  him  to  be  secondary  to 
tubal    gestation,  hence    he   terms   them    tubo-uterine    (or 

*  '  Extra-uteriue  Pregnancy  :  a  Clinical  and  Operative  Study,*  1899. 
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"  interstitial  ")  gestation^  tubo-abdominal  (or  ''  abdo- 
minal^'), and  tubo-ligamentary  (''  sub-peritoneo-pelvic,  " 
"  extra-peritoneal '^  or  "broad  ligament''^)  gestation. 

With  tubo-uterine  gestation  we  have  evidently  no- 
thing to  do.  Nor  was  this  case  an  instance  of  tubo- 
abdominal  pregnancy  called  "  abdominal. '^  At  the 
operation  a  distinct  wall  was  detected  ;  in  tubo-abdo- 
minal pregnancy  there  is  no  true  wall.  The  surgery  of 
the  two  forms,  tubo-abdominal  and  tubo-ligamentary,  is 
therefore  different.  Tait  and  Bland-Sutton  maintained 
that  tubo-abdominal  is  a  tertiary  not  a  secondary  condi- 
tion. The  primary  tubal  sac,  they  believed,  bursts  into 
the  broad  ligament,  the  consequent  broad-ligament  sac 
bursts  into  the  peritoneal  cavity  and  manages  to  develop 
there.  Taylor,  however,  holds  on  clinical  evidence  that 
this  tertiaiy  form  is  exceptional.  Tubo-abdomiual  preo-- 
nancy  is  as  a  rule  secondary  ;  a  tubal  sac  bursts  at  a 
point  in  its  wall  where  there  is  no  placenta ;  the  foetus  is 
extruded  into  the  peritoneal  cavity  without  any  disturb- 
ance of  the  placenta,  which  remains  attached  to  the  tube  ; 
hence  the  foetus  develops  without  hindrance.  Tait 
overlooked  this  explanation  of  the  phenomenon  throuo-h 
his  well-known  conviction  that  rupture  of  the  tubal  sac 
into  the  peritoneal  cavity  necessarily  killed  the  foetus,, 
and  almost  as  surely  killed  the  woman,  by  heemorrhage. 
In  tubo-abdominal  pregnancy  the  foetus  is  always  above 
the  placenta. 

This  case  is  undoubtedly  an  example  of  tubo-ligamen- 
tary pregnancy,  and  of  the  posterior  variety.  The 
anterior  variety,  Avhere  the  anterior  layer  of  broad  lio-a- 
ment  and  then  some  of  the  parietal  peritoneum  is  lifted 
up,  makes  the  sac  entirely  pre-peritoneal,  as  Hart, 
Barbour,  and  Cai'ter  have  shown.  Hence  in  this  variety 
there  is  little  fear  of  infection  of  the  sac  or  f^cal  fistula 
after  operation,  for  the  sac-wall  is  far  from  intestine. 

In  the  posterior  variety,  including  this  case,  the  pos- 
terior layer  of  broad  ligament,  and  then  some  of  the 
peritoneum  as  high  as   the  promontory  of   the  sacrum,   is 
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heaved  up.  The  sigmoid  meso-colon  is  often  involved. 
The  sac  is  therefore  entirely  retro-peritoneal  ;  its  wall 
of  thickened  peritoneum  being  deficient  below,  so  that  the 
ovum  and  membranes  come  into  close  relation  with  the 
lower  bowel.  Hence  the  sac  is  often  infected,  and  fascal 
fistula  is  frequent  after  operation. 

I  may  here  remind  the  Society  of  the  instructive 
diagram  in  Dr.  Walter  Griffith's  communication  read  in 
April,  189 1."^  Death  occurred  at  the  foui-th  month,  so 
that  the  parts  and  relations  were  easier  to  demonstrate 
than  in  tny  case,  which,  like  Dr.  Griffith's,  was  posterior 
tubo-ligamentary  and  in  the  right  broad  ligament. 
''  The  peritoneum  of  the  posterior  surface  of  the  right 
broad  ligament  passed  directly  from  the  right  posterior 
border  of  the  uterus  to  the  middle  of  the  anterior  surface 
of  the  rectum."  In  my  own  case  the  same  piece  of 
peritoneum  had  become  stretched  upwards  so  as  to  form 
a  cyst-wall,  which  pressed  forwards  against  the  parietal 
peritoneum.  In  my  case,  as  in  Griffith's,  there  remained 
on  the  left  of  the  uterus  a  shallow  pouch  containing  the 
ovary  ;  it  was  the  last  remnant  of  Douglas's  pouch. 

I  will  now  dwell  on  certain  clinical  features  note- 
worthy in  my  own  case,  namely  the  infection  of  the 
sac,  the  diarrhoea,  and  the  nature  of  the  obstruction. 

Infection  of  the  sac. — The  putrid  condition  of  the 
foetus  and  the  great  accumulation  of  foetid  gases  in  the 
sac  were  marked  features  in  this  case.  Freund,  in  a 
treatise  to  which  I  shall  again  refer,  indicated  that 
when  the  ovum  in  advanced  ectopic  gestation  dies, 
putrid  infection  often  takes  place  from  germs  in  the 
diseased  bowel,  which  can  readily  penetrate  the  thin 
walls  of  the  placental  vessels.  He  speaks  specially  of 
cases  where  the  placenta  has  become  partly  attached  to 
intestinal  wall.  General  infection  sometimes  follows,  as 
in  two   of    his    cases,  and    also  in   my  own,    Avhere    the 

*  "A  Case  of  Extra-uteriue  Gestution,  the  Sac  being  situated  in  tlie  Right 
Kroad  Ligament,  Pregnancy  advanced  to  the  early  part  of  the  fourth  month," 
'  Trans.  Obst.  Soc.,*  vol.  xxxiii,  p.  126,  drawing,  p.  129. 


EXTEA-UTEEINE    GESTATION.  223 

patient  became  both  emaciated  and  septic.  In  Dv. 
Phillips's  case,  read  before  the  March  meeting  this  year, 
the  pregnancy  was  of  the  abdominal  type,  the  cyst  had 
become  infected  and  contained  fcetid  gas.  Luckily 
general  infection  did  not  occur. 

In  my  own  case  the  pregnancy  was  posterior  tubo- 
ligamentary.  Infection  of  the  sac  is  specially  pi'obable 
in  this  variety,  on  account  of  its  intimate  relations  with 
the  rectum.  Taylor  has  developed  Freund's  earlier 
researches,  the  former  finding  that  late  posterior  tubo- 
ligamentary  pregnancy  may  be  termed  the  decomposing, 
septic,  or  putrid  type  of  ectopic  gestation.  Quiescence 
and  lithopasdion  are  more  common  in  the  tubo-abdo- 
minal  and  anterior  tubo-ligamentary  varieties  ;  when 
infection  does  occur  there  seems  less  chance  of  general 
sepsis,  possibly  because  the  sac  may  more  readily  cut 
itself  off  by  inflammatory  adhesions  from  the  source  of 
infection  than  it  can  in  the  posterior  tubo-ligamentary 
type,  where  the  rectum  is  practically  part  of  the  sac-wall 
and  remains  a  constant  source  of  infection.  The  above  re- 
marks will  turn  our  attention  to  an  allied  clinical  subject. 

Diarrhoea  in  late  stages  of  ectoinc  gestation. — The  obsti- 
nate diarrhoea  which  troubled  the  patient  for  nearly 
four  months  before  the  symptoms  of  spurious  labour  is 
worth  consideration.  Freund  dwelt  on  this  symptom 
over  seventeen  years  ago."^  He  attributed  it  to  attach- 
ment of  placenta  to  intestine,  and  consequent  abnormal 
vascularity  of  the  intestinal  walls.  As  a  result  catarrh 
is  set  up,  an  effect  which  necessarily  increases  as  term 
grows  nearer.  In  a  true  tubo-abdominal  pregnane}^, 
when  part  of  the  maternal  surface  of  the  placenta  ex- 
tends by  growth  over  the  uterus  and  pelvic  wall,  and 
not  rarely  over  adjacent  intestine,  intestinal  catarrh  is 
always  probable,  though  I  am  not  certain  that  the  com- 
plication   has  often    been  noted  since  Freund  published 

*  "  Extra- uterine  Gestation,"  by  Professor  Freuuil.  IJcad  by  Dr.  David 
8mart  before  tbe  Edinburgh  Obstetrical  Society  ('  Kdinburt,^li  Medical 
Journal,'  vol.  xxix,  1883-4,  p.  526). 
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his  observations.  In  my  own  case  the  sac  was  posterior 
tubo-ligamentary.  The  child,  as  Taylor  has  shown  us, 
must  be  below  the  placenta  when  it  is  first  expelled 
from  the  tube  into  the  broad  ligament,  but  as  the  preg- 
nancy advances  the  child  passes  high  up  into  the  abdo- 
men behind  the  placenta.  At  the  same  time  the  placenta 
grows  rapidly  beyond  its  original  limits  in  the  ruptured 
tube,  extending  over  the  greater  part  of  the  lower  portion 
of  the  sac.  But  that  portion  is  entirely  behind  and 
below  the  peritoneum,  nor  is  there  any  true  sac-wall, 
the  posterior  boundary  consisting  in  part  of  the  rectum 
itself.  The  placenta  certainly  invaded  the  rectal  wall  in 
my  own  case. 

Nature  of  the  intestinal  obstruction. — There  remains  a 
tiiird  matter  of  clinical  and  pathological  interest,  the 
nature  of  the  obstruction,  which  in  this  case  starved 
the  patient,  instead  of  causing  her  death  after  the 
manner  usual  in  more  acute  forms.  It  is  true  that 
there  was  very  distinct  kinking  at  several  points.  It 
is  true  that  the  kinking  was  caused  by  the  dragging  of 
the  contracted  sac  on  the  adherent  coils  of  intestine. 
Yet  flatus,  at  least,  passed  to  the  last.  Death  was  mainly 
brought  about  through  slow  starvation  caused  by  the 
firm  adhesions  of  several  large  areas  of  mesentery  which 
were  also  dragged  upon  by  the  sac.  This  condition 
greatly  impeded  the  absorption  of  chyle. 

Operative  treatment  of  tuho-ligamentari/  jnegnancy. — 
The  best  operative  ti-eatment  is,  after  all,  the  most 
important  question  in  relation  to  a  case  like  that  which  I 
now  i-elate.  I  saved  the  patient  from  rapidly  falling  a 
victim  to  sepsis.  Before  the  extraction  of  the  foetus  the 
temperature  was  high ;  afterwards  it  remained  almost 
normal.  But  the  contraction  of  the  sac  caused  fatal 
results.  This  raises  two  questions  : — Should  the  sac  have 
been  dissected  away  ?  If  that  was  impossible,  how  could 
its  dragging  upon  adherent  intestine  have  been  pre- 
vented ?      The  first  question  must,  I   think,  be  answered 
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in  the  negative.  It  is  as  to  the  second  that  I  particularly 
desire  your  opinion. 

To  dissect  away  the  sac  is  an  impossibility  in  late 
posterior  tubo-ligamentary  pregnancy  for  reasons  which 
I  have  already  made  apparent.  The  inferior  part  of  the 
sac  has  no  true  wall,  and  includes  the  anterior  aspect  of 
the  rectum.  The  upper  part  has,  indeed,  a  wall,  often 
thick,  but  always  very  closely  adherent  to  important 
structures.  In  any  case  the  sac  wall  was  very  foetid  ;  it 
was  opened  and  drained  and  soon  ceased  to  be  so.  Had 
I  dissected  it  away  at  the  operation,  or  tried  to  do  so,  the 
patient  would  have  possibly  died  on  the  table,  and  if  not 
would  almost  certainly  have  perished  from  septic  peri- 
tonitis or  pure  septicgemia  within  a  few  days.  Dunning, 
as  Taylor  points  out,  did  extirpate  the  sac,  but  had  to 
complete  his  operation  by  removal  of  the  uterus. 

From  Dunning^s  original  report  *  I  find  that,  as  in  my 
case,  his  was  undoubtedly  "  posterior  tubo-ligamentary. '^ 
He  avowedly  coius  the  term  ''  intra-ligamentous  retro- 
peritoneal ectopic  pregnancy,^'  which  Taylor  has  sim- 
plified.     He  strongly  urges  enucleation  of  the  sac. 

Let  us  remember  Dunning's  own  words.  He  and  his 
assistant.  Dr.  Patton,  ''  dealt  with  it  as  we  do  with  an 
intra-ligamentous  cyst,  viz.  we  encircled  the  upper  portion 
of  the  mass  by  an  incision  extending  only  through  the 
serous  investment,  peeled  down  this  investment,  and 
proceeded  to  enucleate  the  foetal  sac.  It  iras  not  a 
difficult  task.  There  was  not  found  any  distinct  pedicle, 
but  a  large  artery  entered  the  sac  from  below.  This 
was  ligatured  and  severed.  Several  smaller  arteries  were 
also  ligatured."  The  peritoneum,  it  was  found,  had 
been  stripped  off  the  back  of  the  uterus,  which  bled 
freely  in  consequence,  so  the  uterus  was  removed  by 
Baer's  operation.  This  was  undoubtedly  good  surgery 
under  the  circumstances. 

From  the  above  description  it  is  evident  that  Dunuiug's 

*  "Ectopic  Gestat'on:  a  Consideration  of  the  Intra-ligamentous  Retro- 
peritoneal Form,"  '  Amer.  Journ.  Obstet,'  toI.  xxrvi,  1S97,  p.  43. 
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case  differed  from  mine  in  respect  to  the  condition  of  the 
sac.  There  is  no  evidence  in  his  report  of  general  septic 
infection.  The  contents  of  the  sac,  beside  the  placentn, 
are  described  as  "a  quart  of  dark-coloured  fluid/'  not 
stated  to  be  foetid.  The  enucleation  of  the  lower  part  of 
the  sac  was  "  not  a  difficult  task."  In  my  own  case,  as 
I  have  explained,  it  would  have  been  impossible,  as  there 
was  no  true  cyst  wall.  Indeed,  I  cannot  see  how  a  sac 
of  this  kind  can  be  enucleated  in  the  strict  sense  of  the 
word.  Again,  in  my  case  the  back  of  the  sac  higher  up 
proved  to  be  closely  incorporated  with  the  aorta  at  its 
bifurcation.  Under  such  conditions  Dunning's  method 
becomes  impossible. 

Jayle  and  Delherm  have  recently  collected  a  valuable 
series  of  clinical  reports  of  operations  for  extra-uterine 
pregnancy,  including  twelve  where  gestation  was  intra- 
ligamentary.*  Some  of  the  original  reporters,  however, 
do  not  seem  to  have  been  quite  precise  in  their  ideas  as 
to  the  real  anatomy  and  pathology  of  tubo-intra-liga- 
mentary  pregnancy,  nor  can  the  exact  nature  of  a  fcetal 
sac  be  always  determined  at  a  successful  operation. 

Jayle  and  Delherm  include  an  unpublished  case  in 
their  series  of  intra-ligamentary  gestations  (numbered  18 
to  29  in  the  entire  series).  In  this  case  (No.  19)  Pozzi 
removed  a  macerated  foetus  retained  for  sixteen  months. 
He  attempted  to  extirpate  the  sac,  but  this  task  proved 
impossible,  for  the  sac  had  not  only  opened  up  the  broad 
ligament  but  also  the  mesocolon.  The  sigmoid  flexure 
pushed  forward  and  to  the  right  capped  the  sac,  or 
rather  formed  part  of  the  sac  wall,  the  extirpation  of 
which  would  have  involved  the  resection  of  the  segment 
of  intestine  thus  involved.  Hence  part  of  the  sac  had  to 
be  left  behind.      The  patient  recovered. 

Matlakowsky  (Case  27)  operated  at  the  eleventh 
month  on  a  case  which  he  specifies  as  right  tubo-intra- 

£,*  Jayle  et  Delherm,  "La  Grossesse  Extra-uterine  Tubaire  et  Intra-liga- 
mentaire  apr^s  le  Cinquierac  Mois,"  '  Revue  de  Gynec.  et  de  Chirurg. 
Abdom.,'  vol.  iv.  No.  ]  (Jan.,  Feb.,  1900). 
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ligamentary.  He  succeeded  in  excising  the  whole  sac, 
but  wounded  the  right  ureter  and  had  to  remove  the 
right  kidney.  As  in  Dunning^s  case,  the  sac  was  closely 
associated  with  one  cornu  and  the  serous  coat  of  the  back 
of  the  uterus.      The  patient  recovered. 

Voigt  (Case  20)  operated  fourteen  days  after  the 
death  of  the  foetus  at  term.  The  sac  was  believed  to  be 
in  the  left  broad  ligament.  The  mesocolon  was  opened 
up  as  high  as  the  descending  colon.  The  removal  of 
the  entire  sac  was  attempted.  Violent  haemorrhage 
occurred,  and  proved  difficult  to  check ;  the  patient 
nearly  died,  and  some  of  the  sac  was  left  behind. 
Kecovery  was  fairly  rapid. 

In  this  case  the  foetus  and  sac  were  not  putrid  and  the 
patient  was  in  good  condition.  In  my  own  it  was  other- 
wise, and  much  less  hgemorrhage  would  have  killed  the 
patient. 

In  four  of  Jayle  and  Delherm's  cases  where,  as  in 
those  already  given  and  in  my  own,  the  foetus  was  dead, 
the  sac  was  not  removed  but  drained.  In  one  of  these 
(No.  18),  published  for  the  first  time,  Pozzi  removed  a 
macerated  six  months'  foetus  with  its  placenta.  He 
attempted  to  remove  the  sac,  but  failed  on  account  of 
numerous  adhesions.  He  therefore  fixed  it  to  the 
parietes,  packed  it  with  iodoform  gauze,  and  also  drained 
it  with  a  T-shaped  tube  through  Douglas's  pouch.  The 
patient  recovered.  In  the  second  case  (No.  24,  Oliver) 
a  macerated  foetus  was  retained  for  six  months  after 
term.  The  sac,  which  occupied  the  right  broad  ligament, 
contained  pus.  After  extraction  of  the  foetus  the  sac 
was  drained.  The  patient  made  a  good  recovery  and 
bore  two  children  afterwards.  In  the  third  case  (No. 
25,  Oliver)  a  macerated  foetus  had  been  retained  for  five 
months  after  term.  The  sac  contained  pus;  it  was 
"  marsupialised,"  fixed  to  the  parietes,  and  drained. 
The  placenta  came  away  in  pieces ;  an  attempt  to  remove 
it  at  the  operation  caused  severe  bleeding.  In  the 
fourth  case  (No.  28,  Uochet)  the  foetus  had  been  retained 
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for  two  months  ;  it  was  macerated.  The  sac  was  simply- 
drained  ;  the  placenta  came  away  at  the  end  of  a  week. 
The  patient  recovered. 

In  the  five  remaining  cases  in  Jayle  and  Delherm's 
collection  the  foetus  was  living,  so  that  there  was  no 
source  of  sepsis  at  the  moment  of  operation.  In  the 
first  (No.  21,  Frommel)  the  child  seems  to  have  lived 
over  term.  On  its  extraction  alive  there  was  so  much 
haemorrhage  from  the  sac  that  the  tampon  was  applied 
at  once,  and  no  attempt  to  extirpate  the  sac  was  thought 
of.  The  placenta  was  extracted  normally  on  the  seventh 
day ;  much  haemorrhage  followed,  stopped  by  the  tampon. 
Ultimately  the  patient  recovered.  In  the  second  (No. 
22,  Frommel),  where  the  child  was  saved,  the  cyst,  with 
the  uterus,  was  actually  drawn  to  a  great  extent  outside 
the  wound,  but  could  not  be  extirpated.  The  hsemor- 
rhage  on  separating  the  placenta  was  very  severe.  The 
sac  was  packed  and  drained,  but  death  occurred  on  the 
third  day.  In  the  third  case  (No.  23,  Frommel),  the 
placenta  being  wounded,  the  sac  was  immediately  packed 
after  the  extraction  of  the  living  foetus,  but  fatal  haemor- 
rhage ensued.  In  the  fourth  (No.  26)  Breisky  removed 
sac  and  placenta  entire  and  mother  and  child  were  saved. 
But  the  fifth  case  was  like  the  third.  Lebec  (No.  29) 
was  obliged  to  cut  through  the  placenta  in  order  to  get 
at  the  foetus.  Haemorrhage  followed  and  proved  fatal  ; 
no  attempt  was  made  to  extirpate  the  sac,  which  was 
developed  out  of  the  left  broad  ligament. 

Thus,  in  the  above  series,  two  out  of  three  attempts 
to  remove  the  entire  sac  after  extraction  of  a  dead 
retained  foetus  proved  unsuccessful,  whilst  the  third 
involved  the  sacrifice  of  a  kidney  through  wounding  of  a 
ureter.  On  the  other  hand,  in  the  five  cases  where  the 
foetus  was  alive  there  was  so  much  hasmorrhage  in  four 
that  no  attempt  was  made  to  remove  the  sac,  whilst  in 
one  the  sac  was  removed  with  the  placenta  successfully. 

In  the  four  cases  of  drainage  of  the  sac  after  extraction 
of  a  dead  foetus,  all  seem  to  have  recovered ;   but  except 
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in  case  No.  24  the  after-liistories  are  not  sufficiently 
explicit.  Nevertheless  drainage  is  at  least  the  safest 
course. 

I  must  repeat  the  observation  which  I  made  in  speak- 
ing of  Cunning's  case  :  I  cannot  clearly  understand  how 
a  tubo-intra-ligamentary  sac  can  be  dissected  out  entire, 
and  fancy  that  in  some  of  these  records  the  observer  was 
in  error. 

Taylor  seems  quite  surgical  when  he  insists  that  in 
tubo-ligamentary  pregnancy,  not  only  is  there  no  necessity 
for  the  operative  removal  of  the  placenta,  but  there  is 
likewise  no  need  for  the  surgeon  to  attempt  to  remove 
the  sac.  So  high  an  authority  as  Martin,  of  Greifswald, 
strongly  urges  an  opposite  course.  He  advocates  extir- 
pation of  the  sac.  Drainage,  he  says,  means  tedious 
convalescence,  hernia,  and  intestinal  fistula."^  So  it  does, 
and  intestinal  fistula  and  worse  befell  ray  case,  but 
extirpation  was  an  impossibility  in  that  instance  and,  I 
suspect,  in  many  other  cases,  where  Martin  and  Dunning 
are  dangerous  guides. 

Drainage  then  being  unavoidable,  could  the  fistula  and 
the  obstruction  have  been  avoided  ? 

Can  dangerous  contraction  of  the  sac  be  j^^'evented  ? — The 
essential  feature  in  the  simple  treatment  of  the  sac, 
which  I  Avas  bound  to  adopt,  is  packing  and  drainage. 
It  is  the  only  possible  treatment  after  operations  for  tubo- 
abdominal  pregnancy,  as  in  the  cases  of  Champneys, 
Taylor,  and  others,  where  there  is  no  true  sac  wall  above 
or  below,  and  in  cases  where  the  sac  has  been  converted 
into  an  abscess  pei'forating  the  parietes  (Marmaduke 
Sheild).  But  I  am  dwelling  now  on  tubo-ligamentary 
pregnancy,  where  a  thick  cyst  wall  exists  above.  This 
wall  is  certain  to  conti'act,  and  nearly  always  draws  down 
with  it  intestine  bound  to  it  by  old  adhesions. 

At  first  the  sac  must  be  tightly  packed,  as  there  is 
always  some,  and  often  much,  fear  of  hsemorrhage.  Is 
there  any  special  advantage  in  employing  iodoform  ?  In 
*  '  Die  Krankheiten  der  Eileitcr,'  1805,  p.  393. 
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FrommeFs  case,  already  related  (No.  21),  iodoform 
poisoning  was  distinctly  noticed  within  a  few  days  after 
operation,  ceasing  after  removal  of  the  iodoform  gauze. 
I  have  already  read  notes  before  this  Society  of  a  case 
where  symptoms  of  iodoform  poisoning  were  observed, 
when  the  capsule  of  a  pelvic  cyst  had  been  packed  with 
iodoform  gauze."^  When  the  sac  is  already  septic,  I 
question  whether  this  variety  of  medicated  gauze  is  of 
the  least  good,  and  many  authorities  discard  it  in  any 
kind  of  dressing. 

But  suppose  that  we  employ  ordinary  absorbent  gauze  ? 
Sterilised  gauze  is  hardh^  safer,  for  it  must  be  speedily 
made  septic  by  the  tissues  of  the  sac.  The  most  impor- 
tant question  is.  When  should  the  packing  be  discon- 
tinued ? 

That  it  needs  frequent  change  at  first  there  can  be  no 
doubt.  When  a  faecal  fistula  develops  it  is  difficult  to 
manage  packing.  I  washed  out  the  fistula  daily  with 
saline  solution  from  the  rectum  to  keep  it  clean,  and  it 
closed,  only  too  much,  so  as  to  leave  no  trace  visible  at 
the  necropsy.  This  was  due  to  the  same  contraction,  I 
suspect,  as  that  which  dragged  on  the  small  intestine, 
and  not  to  the  saline  irrigations.  I  think  that  packing 
should  be  continued  longer  than  was  done  in  my  case, 
and  in  most  similar  cases,  so  as  to  avoid  too  rapid  con- 
traction of  the  sac  and  dragging  on  the  intestines.  Yet 
it  is  possible  that  packing  might  promote  the  development 
of  further  adhesions.  It  is  certain  that,  up  to  the  present, 
we  have  had  to  depend  too  much  upon  luck  when  under- 
taking the  treatment  of  the  foetal  sac  by  packing  and 
drainage. 

I  suspect  that  relatively  few  cases  of  any  kind  of 
operation  for  tubo-ligamentary  pregnancy  that  ended 
fatall}'  have  been  published,  so  that  literature  and  statis- 
tics deceive  us  as  to  their  actual  gravity.  On  that 
account  I  have  reported  this  case,  and  think  that  it  is 

*  "Oil  the  Management  of  True  and  False  Capsules  in  Ovariotom\-," 
'  Trnns.  Obst.  Soc.,*  vol.  xxxix,  1897,  p.  265. 
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important  that  others  siiould  be  published.  Humanity 
calls  for  facts  rather  than  for  the  registration  of  our 
triumphs. 


Mr.  Butler-Smythe  said  that  in  this  particular  case  the 
foetid  contents  of  the  sac  would  alone  have  prevented  any 
a,ttempt  at  enucleation.  He  considei-ed  that  the  patient's  life 
had  been  prolonged  owing  to  the  treatment  adopted  by  Mr. 
Doran,  who  repeatedly  washed  out  the  sac  with  a  strong  solu- 
tion of  iodine  before  closing  the  wound.  He  (Mr.  Butler- 
Smythe)  advocated  this  treatment  in  all  similar  cases. 

Dr.  CuLLiNQWOETH  expressed  the  pleasure  it  had  given  him 
to  listen  to  the  President's  paper.  He  quite  agreed  with  the 
author  that  it  was  well  to  give  the  Society  an  opportunity  for 
discussing  some  of  the  views  recently  propounded  with  reference 
to  ectopic  gestation,  and  especially  to  that  form  of  it  known  as 
abdominal  gestation.  He  himself  believed  that  Mr.  J.  W. 
Taylor  (whose  new  book  on  extra-uterine  gestation  was  the 
best  account  of  the  subject  in  our  language)  had  succeeded  in 
demolishing  the  theory  hitherto  held  that  almost  every  abdo- 
minal pregnancy  was  due  to  secondary  rupture  of  an  intra- 
ligamentous pregnancy.  The  arguments  and  illustrative  cases 
Mr.  Taylor  had  adduced  seemed  to  him  absolutely  convincing. 
Our  knowledge  of  the  whole  subject  of  ectopic  gestation  was 
still  in  its  infancy,  and  it  should  not  be  matter  for  surprise  if 
some  of  the  views  pi'opounded  by  the  earlier  workers  should 
have  to  be  reconsidered  as  our  experience  enlarged. 

With  regard  to  the  question  of  removing  the  sac  when 
operating  upon  cases  of  advanced  ectopic  gestation,  he  entirely 
agreed  with  the  President  that  it  was  impossible  to  lay  down 
any  hard  and  fast  rule.  Undoubtedly  the  ideal  method  was  to 
remove  the  sac,  but  it  was  not  always  practicable.  In  the 
President's  case,  for  example,  it  would  have  been  absurd  to 
attempt  it.  The  rule  should  be  to  remove  the  sac  when  it  was 
possible.  Where  it  was  impossible  to  adopt  this  course  the 
sac  should  be  placed  under  the  conditions  most  likely  to 
conduce  to  the  patient's  recovery.  The  most  important  of  these 
conditions  was  to  ensure  free  drainage.  He  did  not  think  it 
was  a  good  plan  to  pack  the  cavity  with  gauze  of  any  kind,  and 
he  therefore  did  not  propose  to  discuss  the  comparative  merits 
of  the  various  kinds  of  gauze.  He  thought  the  fashion  of 
gauze  packing  was  at  present  adopted  much  too  frequently  in 
abdominal  surgeiw,  and  in  the  case  of  a  necrotic  gestation  sac 
he  considered  it  entirely  out  of  place.  Free  drainage  was  what 
was  wanted,  and  that  could  be  obtained  better  without  packing 
than  with.     Gauze  packing  was  apt  to  block  up  the  way,  and 
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the  removal  of  it  was  very  painful.  He  considered  that  the 
introduction  of  gauze  in  large  quantities  into  the  interior  of  the 
abdomen  should  be  restricted  to  cases  where  there  was  actual 
hsemorrhage  that  could  not  othenvise  be  controlled,  or  where 
there  was  reason  to  fear  serious  secondary  haemorrhage. 

He  held  similar  views  as  to  the  practice  of  indiscriminate  and 
wholesale  irrigation.  Suppurating  cavities  emptied  themselves 
quite  satisfactorily  if  there  was  a  free  opening,  and  no  amount 
of  washing  out  would  sepai*ate  adherent  sloughs.  The  idea 
that  a  cavity  with  septic  or  necrotic  walls  could  be  disinfected 
by  antiseptic  irrigation  seemed  to  him  childish.  It  might  be 
temporarily  deodorised,  but  the  conditions  could  not  be  other- 
wise affected.  It  should  also  be  further  remembered  that  there 
may  be  lesions  of  continuity  in  the  sac  wall,  and  that  putrid 
matter  may  be  washed  by  the  irrigation  through  these  into 
parts  outside  w'here  it  might  not  otherwise  have  found  its  way. 
Of  the  value  of  irrigation  in  general  surgery  he  was  not  com- 
petent to  speak,  but  he  was  conviuced  that  it  would  be  a  good 
thing  if  it  were  less  genei-ally  adopted  as  a  routine  practice  in 
many  departments  of  gynaecological  surgerv.  When  men  who 
had  been  working  in  the  surgical  wards  of  the  hospital  came  to 
work  with  him  in  the  gynaecological  ward,  he  found  it  necessary 
to  be  constantly  restraining  their  irrigating  propensities.  The 
washing  out  of  suppurating  cavities  might  be  occasionally  useful 
Avhere  there  were  loose  masses  of  bi*oken-doAvn  tissue  to  be  got 
rid  of,  but  under  any  other  circumstances  he  doubted  whether 
it  did  any  good. 

The  President  had  referred  to,  and  seemed  disposed  to  accept, 
Freund's  theory  as  to  diarrhoea  being  an  indication  that  the 
placenta  is  attached  to  intestine.  He  had  always  regarded  the 
diarrhoea,  so  frequently  observed  in  these  cases  of  advanced 
ectopic  gestation  with  dead  foetus,  as  partly  the  result  of  in-ita- 
tion  from  pressure,  and  partly  as  one  of  the  symptoms  of  septic 
infection.  He  would  be  glad  to  hear  whether  there  were  any 
special  reasons  in  this  case  for  attributing  the  diarrhoea  to  other 
causes  than  these. 

The  fact  that  the  faecal  fistula  had  closed,  even  under  the 
extremely  unfavourable  conditions  hei-e  present,  was  a  clinical 
fact  of  the  greatest  interest,  and  bore  out  an  oj)inion  he  had 
frequently  expressed,  that  the  spontaneous  closure  of  such 
tistulae  may  always  reasonably  be  hoped  for  when  they  are  not 
too  low  down  in  the  rectum,  and  when  the  subjects  are  free  from 
tubercle  or  malignant  disease. 

He  hoped  that  the  remarks  he  had  ventured  to  make  would 
not  be  taken  in  an}-  other  light  than  as  friendly  comments,  or 
as  any  indication  that  in  his  opinion  a  different  plan  of  treat- 
ment would  have  brought  about  a  more  favourable  result.  He 
did  not  believe  that  this  patient's  life  could  have  been  saved  by 
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any  treatment.  He  concluded  by  once  more  thanking  the 
President  for  his  communication,  and  for  providing  them  with 
such  excellent  material  for  discussion. 

Mr.  Malcolm  said  he  had  seen  this  patient  before  the  opera- 
tion, and  had  been  present  at  the  operation,  and  Mr.  Doran  had, 
if  anything,  undei'stated  the  extent  of  her  emaciation  and 
debility.  The  fact  that  within  a  few  days  of  the  oj^eration  one 
or  more  faecal  fistulae  had  developed  showed  conclusively  that 
it  was  impossible  to  remove  the  sac  of  the  fcetation.  Mr. 
Malcolm  agreed  with  Dr.  Cullingworth  that  washing  out  the 
abdomen  had  been  resorted  to  more  frequently  than  was 
desirable  in  abdominal  surgery,  but  in  a  case  of  this  kind,  with 
a  putrid  cavity  and  much  sloughing  placental  tissue  on  its  walls, 
he  should  certainly  advise  washing  out  as  the  best  method  of 
cleaning  the  sac.  As  regards  the  mode  of  death,  judging  by 
the  way  in  which  the  patient's  abdomen  had  distended  and 
become  flat  again  after  a  time,  he  thought  there  must  have  been 
an  escape  of  gas  from  the  upper  part  of  the  intestine  as  long  as 
the  patient  lived.  Thus  the  symptoms  were  not  those  generally 
found  in  obstruction  of  the  bowels,  although  an  obstruction 
with  a  fistula  existed,  and  death  was  due  to  exhaustion  and 
malnutrition. 

Dr.  Robert  Boxall  had  twice  seen  a  faecal  fistula  heal  in 
the  same  patient  when  in  a  serious  condition  of  ill-health  from  a 
sup2)urating  dermoid  tumour.  It  is  an  important  fact  that  such 
fistulae  will  sometimes  heal  even  where  the  patient  is  seriously 
ill.  He  suggested  that  a  rubber  bag,  like  a  child's  balloon, 
might  with  advantage  be  substituted  for  gauze  packing.  By 
attaching  a  tube  and  funnel  and  filling  with  solution,  pressure 
could  be  regulated  to  a  nicety.  It  could  be  emptied  by  syphoning 
out  the  fluid  and  easily  refilled,  thus  avoiding  the  disadvantages 
of  repacking. 

The  President,  in  reply,  noted  that  he  had  applied  the  term 
"  tertiary  condition  "  to  the  "  abdominal  pregnancy  "  of  Tait  and 
Bland-Sutton,  the  "  tubo-ligamentary  abdominal  pregnancy"  of 
Taylor,  who  believed  that  as  a  rule  abdominal  pregnancy  was 
secondary,  being  the  direct  result  of  rupture  of  a  tubal  sac  into 
the  peritoneal  cavity.  In  the  tubo-ligamentary  abdominal  vai-iety 
a  tubal  sac  burst  into  the  broad  ligament,  and  a  tubo-ligamentary 
pregnancy,  a  secondary  condition,  developed  ;  then  this  secondary 
sac  burst  into  the  peritoneal  cavity  and  the  tubo-ligamentary 
abdominal  pi-egnancy  was  established.  To  the  Edinburgh 
school  was  due  the  honour  of  demonstrating  the  true  nature  of 
a  uterine  ligameutary  pregnancy  ;  Avhilst  Taylor  had  thrown 
light  on  the  posterior  type  and  made  the  whole  subject  of 
ectopic  gestation  comprehensible  at  last.  The  President  was 
glad  to  find  that  the  Society  agreed  with  him  in  maintaining 
that  no  attempt  should  be  made  to  dissect  away  the  sac  in  an 
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advanced  posterior  ligauientarv  pregnancy.  He  bad  some 
experience  in  swaLbing  fcetid  sacs  with  jjui-e  tincture  of  iodine ; 
the  results  were  good,  tliough  at  the  operation  the  vapour  of  the 
iodine  set  free  by  the  warmth  of  the  body  was  sometimes  very 
disagreeable  to  the  operator  and  others  concerned  in  the  pro- 
ceedings. The  ioJine  w^as  strong,  sure,  and,  unlike  iron  salts 
and  other  chemicals,  free  from  danger.  The  President  was 
compelled  to  wash  out  the  sac  frequently  because  of  the  faeces 
dnd  the  foetid  sheets  of  plact-nta.  He  thought  that  antiseptic 
lotions  stimulated  the  exposed  tissues  and  caused  granulations 
to  develop,  but  this  change  in  a  debilitated  septic  subject  might 
involve  low  inflammatory  processes,  ulceration,  and  sloughing, 
as  Dr.  Cullingworth  implied.  The  President  removed  the 
])acking  within  a  few  days.  Dr.  Boxall's  suggestion  that  the 
sac  might  be  prevented  from  too  rapid  contraction  by  means  of 
an  inflatable  thin  rubber  bag  seemed  worth  a  trial.  There  was 
no  evidence  of  a  small  intestine  fistula ;  the  patient  was  killed 
not  by  drainage  of  food  which  might  have  been  digested,  but 
rather  by  inanition,  due  to  the  dragging  of  the  sac  on  the  coils 
of  gut  and  the  adhesions  between  different  surfaces  of  mesentery. 
Freund's  theoiy  about  diarrhoea  was  open  to  criticism ;  it  might 
be  simply  a  symptom  of  sejisis,  as  Dr.  Cullingworth  believed, 
but  in  the  President's  case,  as  Mr.  Malcolm  noted,  this  com- 
plication prevailed  chiefly  during  the  last  half  of  pregnancy 
before  the  death  of  the  foetus,  and  the  placenta  was  partly 
attached  to  the  rectum,  circumstances  which  seemed  to  support 
Freund's  opinion.  In  conclusion  the  President  feared  that  no 
certain  method  for  preventing  the  dangers  due  to  contraction  of 
a  sac  of  this  kind  was  at  the  operator's  disposal.  It  was 
unfortunate  that  so  much  dependence  had  to  be  placed  on  luck. 


JULY  4th,  1900. 

Alban  Doran,  F.R.C.S.,  President,  in  the  Chair. 

Present — 38  Fellows  and  3  visitoi's. 

Books  Avere  presented  by  the  Presbyterian  Hospital 
Staff  (New  York)  and  Dr.  Jellett. 

William  Warburton  Wingate,  M.B.,  B.C.Cantab.,  Avas 
admitted  a  Fellow  of  the  Societ3\ 

The  following  gentleman  was  pi'oposed  for  election  : — 
Thomas  William  Shepherd,  L.R.C.S.  &  L.M.(Launceston). 

The  following  gentlemen  were  elected  Fellows  of  the 
Society  :  Jameson  John  Macan,  M.A.,  M.D.Cantab. 
(Cheam)  ;  Ralph  Henry  Vincent,  M.B.,  B.S.Dunedin  ; 
George  Mansell  DaAvkin,  L.R.C.P.Lond.  (Pontypridd)  ; 
Horatio  White  Abbott,  L.R.C.P.Lond. 


FROZEN  SECTIONS  OF  A  UTERUS  AT  THE 
TENTH  WEEK  OF  PREGNANCY,  SHOWING 
HEMORRHAGES  INTO  THE  PLACENTA,  DE- 
CIDUA  REFLEXA,  AND  DECIDUA  VERA  FROM 
A  PATIENT  WHO  DIED  OF  HEART  DISEASE. 

Shown  by  G.  F.  Blacker,  M.D. 

The  specimen  was  obtained  from  the  body  of  a  woman 
who  died  of  double  mitral  disease  and  haemorrhagic 
pleurisy. 

The  clinical  history  of  the  case  is  shortly  as  follows  : 
M.  B — ,  £et.  27,  Avas  admitted  into   University   College 
Hospital  January  27th,  1900,  complaining  of  shortness  of 
breath,  present  for   the   past   tweh^e   months,    but  which 
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had  markedly  increased  during  the  last  month  ;  haemop- 
tysis and  weakness.  She  had  had  one  child^  seven 
years  ago.  On  admission  there  was  great  dyspnoea 
present.  Both  legs  and  the  lower  part  of  the  abdomen 
were  markedly  oedematous.  Numerous  rales  could  be 
heard  on  both  sides  o£  the  chest,  mitral  systolic  and 
diastolic  murmurs  were  present,  and  the  liver  was 
enlarged,  the  lower  mai'gin  reaching  as  far  down  as 
the  level  of  the  umbilicus.  There  was  no  albumen  iu 
the  urine.  A  week  after  admission  the  dyspnoea  had 
markedly  increased,  dulness  appeared  in  the  right  axilla, 
and  thirteen  ounces  of  blood-stained  fluid  were  drawn  off 
from  the  right  pleural  cavity.  The  patient  died  two 
days  later,  nine  days  after  admission.  No  abdominal 
pain  Avas  complained  of,  and  there  was  no  discharge  from 
the  vagina. 

At  the  post-mortem  examination  the  left  pleura  was 
found  to  be  adherent  to  the  diaphragm,  pericardium,  and 
chest  wall.  The  right  pleural  cavity  contained  three 
quarters  of  a  pint  of  blood-stained  fluid.  A  recent  iu- 
farct  was  present  at  the  apex  of  the  right  lung.  The 
right  side  of  the  heart  was  much  engorged  with  blood  ; 
the  right  ventricle  and  right  aui'icle  were  dilated,  the 
tricuspid  valve  admitting  three  fingers.  The  mitral  valve 
was  covered  with  vegetations,  and  the  mitral  orifice  would 
not  admit  the  tip  of  the  little  finger.  There  was  no 
narrowing  of  the  coronary  arteries.  The  liver  presented  a 
typically  nutmeg  appearance.  The  capsule  of  the  kidneys 
stripped  off  without  difliiculty,  while  the  cortex  was  of 
normal  width,  but  broke  down  I'eadily  under  the  finger. 

The  uterus  was  removed  from  the  body  as  carefully  as 
possible  and  placed  in  a  freezing  mixture  of  salt  and  ice 
for  eighteen  hours.  It  was  then  sectioned  with  a  saw. 
Tracings  of  the  section  were  taken  on  glass,  and  these 
were  used  in  making  the  coloured  drawings  which  were 
painted  from  the  specimen  in  the  recent  state. 

The  specimens  shown  are  preserved  in  formalin  and 
glycerine.      The  uterus  was  divided  into  four  sections  by 
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tkree  cuts,  one  passing  approximately  through  the  median 
plane,  and  the  other  two  about  midway  between  the 
median  plane  and  the  lateral  margins. 


2   54 


I 


Diagram  illustrating  direction  and  position  of  sections  made  through  uterus. 
Plates  XIV,  XV,  XVI,  and  XVll  correspond  to  the  surfaces  numbered  1, 
2,  4,  and  6.     Uterus  viewed  from  behind. 

No  history  was  forthcoming  as  to  the  date  of  the 
patient's  last  menstrual  period,  but  the  duration  of  preg- 
nancy appears  to  be  just  ten  weeks.  The  length  of  the 
trunk  of  the  fcBtus  is  about  41  mm.,  and  its  total  leng-th. 
from  vertex  to  sole,  61  mm.  The  foetus  has  been  cut 
through  in  two  of  the  sections,  the  first  passing  through 
the  left  side  of  its  head  and  the  corresponding  shoulder,^ 
and  the  second  through  the  body  from  the  right  shoulder 
to  the  lower  part  of  the  trunk  on  the  left  side.  It  is 
situated  in  the  upper  part  of  the  amniotic  cavity,  present- 
ing by  the  breech,  and  in  an  attitude  of  general  flexion. 
This  position  of  the  foetus,  and  some  undue  elongation  of 
the  whole  uterus  which  is  present,  are  due  to  the  fact  that 
the  uterus  was  suspended  by  the  vagina  while  being 
frozen. 

The  measurements  of  the  uterus  are  as  follows  : 
From  fundus  to  external  os     .  .      14' 1  cm. 

From  fundus  to  internal  os      .  .        9*4  cm. 

(the  position  of  the  latter  being  determined  by 
naked-eye  examination  alone,  and  not  by  micro- 
scopical examination). 
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Autero-posterior  diameter  .  .      6'7  cm. 

Transverse  diameter         ,  .  .      Q'G  cm. 

To  uaked-eye  examination  the  muscular  tissue  presents 
a  normal  appearance.  It  measures  6  mm.  in  thickness 
at  its  thickest  part  at  the  fundus.  The  long  axis  of  the 
amniotic  cavity  is  not  quite  vertical,  its  upper  end  being 
directed  backwards,  the  thinnest  part  of  the  uterine 
muscle  corresponding  very  closely  to  the  position  of  the 
upper  pole  of  the  amnion. 

The  anterior  uterine  wall  is  thickest  4*o  cm,  above 
the  internal  os,  where  it  measures  14  mm.  The  thickest 
part  of  the  posterior  wall,  3  cm.  above  the  internal  os, 
measures  19  mm. 

The  placenta  is  attached  to  the  anterior  uterine  wall,  and 
there  is  a  very  sudden  diminution  in  the  thickness  of  the 
wall  at  a  point  6  cm.  above  the  level  of  the  internal  os, 
the  measurement  diminishing  suddenly  from  a  thickness 
of  15  mm.  to  one  of  10  mm.  No  such  striking  diminu- 
tion is  to  be  seen  in  the  case  of  the  posterior  uterine  wall, 
which  gradually  diminishes  in  thickness  as  it  approaches 
the  fundus  uteri. 

The  decidua  vera  at  the  fundus  measures  1  mm.  in 
thickness.  The  conjoined  decidua  vera  and  reflexa 
opposite  the  middle  of  the  placental  site  measure  4  mm., 
the  decidua  vera  alone  2  mm. 

The  lower  limits  of  the  placenta  are  difficult  to  define, 
numerous  chorionic  villi  being  present  opposite  the  lower 
pole  of  the  ovum  in  microscopic  section.  Although  the 
decidua  vera  and  decidua  reflexa  are  lying  in  contact 
with  one  another  throughout  the  greater  part  of  their  ex- 
tent, yet  it  is  possible  to  separate  them  all  round  the 
ovum  from  one  extremity  of  the  placenta  to  the  other. 
Determined  in  this  way  the  lower  edge  of  tlie  placenta 
is  distant  6*5  cm.  from  the  internal  os,  its  vertical 
measurement  being  4'5  cm.,  and  its  thickest  part  1*5  cm. 
The  amniotic  cavity  measures  5  by  3  cm.,  and  the  end  is 
attached  TS  cm.  from  its  lower  end. 

The  hypertrophied   mucous  membrane  of    the   cervix 


Plate  XIV. 
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Illustrating  Dr.  Blacker's  Specimen  op  Uterus  in  Early 
Pregnancy. 

Bale  (t  Danithson,  Lid.,  LUh. 
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Illustrating  Dr.  Blacker's  Specimen  op  Uterus  in  Early 
Pregnancy. 

Bale  *  DanieUson,  Ltd.,  Lilh. 
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Illustrating  Dr.  Blacker's  Specimen  of  Uterus  in  Early 
Pregnanct. 

Bale  it  DanieUson,  Ltd.,  LUh. 
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Illustrating  Dr.  Blacker's  Specimen  of  Uterus  in  Early 
Pregnancy. 

Bale  <C  Daniehsmi,  Ltd.,  Lilh. 


Plate  XVIII. 
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Decidua  Vera  showing  hsemorrhage. 
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Villus  showing  haemorrhage  into  substance. 
Illustrating  Ub.  Blackkb's  Specimen  op  Uterus  in  Early 

Pregnancy.  HaU  .c  UanUUsoa,  iid.,  i.ith. 
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Placenta  showing  wide  separation  of  Villi  from  haemorrhage. 


hcBm. 


X    21. 


Oenidua  Reflexa,  sliowing   h.ncmorrhage   about   J   inch  from   margin  A  Placenta. 

Illustrating  Dr.  Blacker's  Specimen  of  Uterus  in  Early 

Pregnancy.  ''"'*  '*"  f>'Jiiiei.<son,  1.11I.   nth. 
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with  well-marked  folds^  the  spindle  shape  of  the  cervical 
canal,  the  plug  of  mucus  completely  filling  it,  and  the 
fact  that  both  the  internal  and  the  external  ossa  are  closed 
is  well  seen  in  the  sections. 

The  peritoneum  is  reflected  anteriorly  on  to  the  bladder 
3"6  cm.  above  the  level  of  the  extenal  os  and  1  cm.  below 
the  level  of  the  internal  os. 

The  utero-sacral  ligaments  take  origin  at  a  point  4  mm. 
below  the  line  of  reflexion  of  the  peritoneum.  The  level  of 
the  firm  attachment  of  the  peritoneum  could  not  be  ascer- 
tained with  accuracy.  Comparatively  few  vessels  are  seen 
in  the  sections.  A  large  vein  cut  across,  24  mm.  above  the 
internal  os,  probably  marks  the  upper  level  of  the  lower 
uterine  segment.  The  sections  demonstrate  very  well 
the  commencing  obliteration  of  the  decidual  cavity,  viz. 
the  space  that  is  present  in  the  early  weeks  of  joregnancy 
between  the  decidua  vera  and  decidua  reflexa.  The 
cavity  is  still  evident,  however,  and  can  be  recognised  in 
the  shape  of  a  Y,  its  two  oblique  limbs  embracing  the 
lower  pole  of  the  ovum,  and  the  posterior  one  running  up 
for  some  distance  between  the  two  portions  of  decidua. 
The  vertical  limb  of  the  Y  is  also  readily  seen  running 
down  between  the  decidua  vera  on  the  anterior  and  pos- 
terior uterine  walls  towards  the  internal  os.  From  the 
junction  of  the  vertical  and  oblique  limbs  to  the  internal 
OS  measures  3  cm.  The  distance  from  this  point  to  the 
lower  pole  of  the  ovum  is  10  mm.,  and  this  represents  the 
thickness  of  the  decidua  reflexa  at  that  spot.  The 
decidua  vera  opposite  this  measures  9  mm.  on  the  pos- 
terior wall  and  8  mm.  on  the  anterior  wall. 

On  naked-eye  inspection  it  is  evident  that  marked 
haemorrhages  have  occurred  into  the  placenta,  the  decidua 
reflexa,  and  in  some  places,  at  any  rate,  into  the  decidua 
vera.  The  presence  of  these  hcemorrhages  obscures  the 
lower  limit  of  the  placenta,  and  no  doubt  accounts  for  the 
excessive  thickness  of  the  decidua.  The  haemorrhages 
are  situated  mainly  at  the  periphery  of  the  placenta  and 
in  the  adjacent  portions  of  the  decidua  reflexa  opposite  the 
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lower  pole  of  the  ovum.  No  haemorrhage  has  occurred 
into  the  amniotic  or  decidual  cavities,  while  the  portion 
of  the  decidua  vera  just  above  the  internal  os  presents  a 
perfectly  normal  appearance. 

Microscopic  examination. — The  peritoneum  is  normal. 
The  superficial  and  middle  layers  of  muscular  tissue  pre- 
sent a  healthy  appearance.  In  many  places  the  muscular 
fibres  immediately  beneath  the  spongy  layer  of  the  de- 
cidua show  definite  yellowish  discoloration,  the  outlines 
of  the  fibres  being  difficult  to  distinguish,  the  nuclei 
staining  badly,  and  numerous  pigment  granules  being 
present  in  the  muscle  cells.  This  appearance  is  confined 
to  areas  corresponding  to  haemorrhages  in  the  placenta. 
There  are  no  extravasations  of  blood  in  the  muscular 
tissue,  and  there  is  no  cellular  infiltration.  The  vessels 
appear  normal  in  section. 

Decidua  serotina  presents  areas  of  pigmentation  of 
similar  character  to  that  seen  in  the  superficial  layers 
of  muscular  tissue,  and  here  and  there  some  small 
haemorrhages.  The  gland  spaces  of  the  spongy  layer  are 
normal  in  appearance. 

Placenta. — A  great  deal  of  pigmentation  is  present 
throughout  the  whole  of  the  placenta  in  the  form  of 
granules  in  the  cells  and  elsewhere.  In  many  parts  the 
placenta  presents  a  typically  normal  appearance,  especially 
as  regards  the  proportion  of  the  villi  to  the  intervillous 
spaces.  In  portions,  however,  where  to  the  naked  eye 
there  are  definite  signs  of  hfcmorrhage,  the  intervillous 
spaces  are  greatly  enlarged,  and  the  villi  widely 
separated.  Some  of  the  villi  present  signs  of  haemor- 
rhage into  the  stroma.  The  exact  origin  of  this  hasmor- 
rhage  is  uncertain  ;  possibly  the  blood  has  invaded  the  villi 
from  the  intervillous  spaces.  A  few  of  the  villi  present 
the  appearance  of  the  early  stages  of  mucoid  degenera- 
tion. Small  microscopic  areas  of  the  intervillous  spaces 
have  been  obliterated  by  deposits  of  fibrin. 

Decidua  rejlexa. — In  those  areas  which  present  definite 
signs  of    hgemorrhage    to   the   naked    eye,    well-marked 
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localised  extravasations  of  blood  into  its  substance  are 
present,  separating  its  layers. 

Decidua  vera. — The  deeper  layers  present  a  normal 
appearance,  but  in  the  more  superficial  there  is  marked 
congestion  of  the  vessels  and  small  hgemorrhages  into 
the  interglandular  stroma. 

None  of  the  sections  present  any  evidence  of  arterial 
disease. 

I  wish  to  express  my  thanks  and  my  great  indebted- 
ness to  my  frieud  Mr.  Lawrence,  not  only  for  the  pre- 
paration of  the  microscopic  specimens,  but  also  for  the 
very  beautiful  drawings  illustrating  the  specimens  which 
I  have  been  able  to  show. 
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PREGNANT     UTERUS    AND     FIBROID    TUMOUR 
REMOVED  BY  ABDOMINAL  HYSTERECTOMY. 

Shown  by  Peter  Horrocks,  M.D. 

The  specimen  was  removed  five  days  previously  from 
a  primipara^  who  had  had  considerable  pain  and  pressure 
symptouis  at  about  the  fifth  month  of  pregnancy.  There 
was  difficulty  in  the  diagnosis,  the  right-hand  tumour 
being  thought  the  pregnant  uterus  by  some,  and  the 
fibroid  by  others.  He  had  considered  the  right-sided 
tumour  was  the  uterus  on  account  of  a  ridge  which  ran 
down  the  right  side  of  it.  This  ridge,  which  is  formed 
by  the  round  ligament,  Fallopian  tube,  and  ligament  of 
the  ovary,  was  of  great  service  in  diagnosis.  It  could 
not,  however,  always  be  felt,  as,  for  instance,  when  the 
uterus  was  twisted  so  as  to  throw  the  ridge  behind.  But 
the  left-handed  tumour  had  no  such  ridge  on  it,  and  it 
proved  to  be  the  fibroid.  The  two  were  separated  at 
the  upper  part  by  a  sulcus.  On  opening  the  abdomen 
the  two  tumours  were  blended  in  the  greater  part  of  their 
length,  and  it  seemed  impossible  and  even  dangerous  to 
attempt  to  remove  the  fibroid  alone.  And  yet  during  the 
course  of  the  operation  the  fibroid  enucleated  easily  from 
the  cellular  tissue  in  the  left  broad  ligament,  and  the 
attachment  to  the  uterus  was  more  by  vessels  and  con- 
nective tissue  than  by  continuity  of  tumour.  In  future 
cases  it  would  be  better  to  begin  the  removal  on  the 
tumour  side,  so  as  to  make  sure  whether  it  could  be  re- 
moved alone  or  not. 


RUPTURED  UTERUS  AT  TERM  THROUGH  SCAR 
OF  OLD  CESAREAN  SECTION;  ABDOMINAL 
HYSTERECTOMY  (seep.  262). 

Shown  by  J.  H.  Taegett,  M.S. 

Db.  Herbert  Spencer  said  au  examination  of  the  specimen 
seemed  to  bim  to  show  that  the  rupture  bad  not  taken  place 
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at  tte  scar,  but  to  one  side  of  it.  The  history  seemed  to  jjoint 
to  accidental  haemorrhage  and  to  the  rupture  occurring  during 
version.  He  hoped  these  two  points  would  be  made  clear  in 
the  description  of  the  case,  which  was  an  important  one. 

Dr.  Peter  Horrocks  said  that  he  had  perfoi'med  the 
Caesarean  section  on  this  case  about  three  years  ago.  She  then 
had  a  transverse  presentation,  and  futile  attempts  had  been 
made  to  decapitate.  He  had  tried  himself,  but  the  uterus  was 
so  firmly  contracted  round  the  child,  and  the  mother's  condition 
was  so  serious,  that  it  was  considered  the  best  for  her  to  have 
Caesarean  section  done.  She  made  a  good  recovery.  He  could 
not  help  feeling  that  the  site  of  ruj)ture  was  in  the  line  of 
the  incision.  Obviously  this  was  and  must  be  a  weak  part 
in  the  uterine  wall,  and,  as  a  fact,  it  had  given  way  along  the 
front  of  the  uterus  in  the  same  length  as  the  incision  made 
during  the  operation. 

In  cases  where  it  was  thought  desirable  he  generally  sterilised 
the  patient  by  snipping  out  half  an  inch  of  each  Fallopian  tube 
at  the  thinnest  part  without  applying  any  ligatures. 

He  mentioned  a  case  in  which  the  patient  had  been  sterilised 
after  Caesarean  section  by  ligaturing  the  Fallopian  tubes.  lu 
spite  of  this  she  became  pregnant  again,  and  the  uterus  ruptured 
along  the  line  of  incision  when  near  full  term,  and  the  child 
and  a  portion  of  the  placenta  escaped  into  the  abdomen.  Dr. 
Gralabin  removed  the  uterus,  and  the  specimen  is  now  in  the 
Guy's  Museum.     The  patient  recovered. 

The  ligature  on  one  side  had  cut  through  the  tube,  and  the 
severed  ends  lay  about  half  an  inch  apart.  On  the  other  side 
the  tube  and  ligature  looked  as  if  the  tying  had  only  just  been 
done,  and  on  experimenting  it  was  impossible  to  force  a  coloured 
liquid  through  the  tube.  Still  it  was  thought  that  in  all  proba- 
bility the  ovum  which  had  become  impi-egnated  had  got  past 
the  constriction  produced  by  the  ligature,  and  so  entered  the 
uterus. 
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PORRO-C^SAREAN  HYSTERECTOMY  WI'i'H 
RETRO-PERITONEAL  TREATMENT  OF  THE 
STUMP  IN  A  CASE  OF  FIBROIDS  OBSTRUCT- 
ING LABOUR;  WITH  REMARKS  UPON  THE 
RELATIVE  ADVANTAGES  OF  THE  MODERN 
PORRO  OPERATION  OVER  THE  SANGER- 
C^ESAREAN  IN  MOST  OTHER  CASES  RE- 
QUIRING   ABDOMINAL    SECTION. 

By  Amand  Rodth,  M.D.,  B.S.,  F.R.C.P. 

(Received  :May  Sth,  1900.) 

{Abstract.) 

"When  first  seen  the  pelvis  was  occupied  by  a  large  fibroid, 
and  the  cervix  uteri  was  out  of  reach  above  the  symphysis. 

During  the  thirty-fourth  week  the  pelvic  fibroid  was  rather 
suddenly  drawn  up  out  of  the  true  pelvis,  and  the  cervix  re- 
sumed its  proper  position,  and  it  was  hoped  parturition  would 
be  naturally  performed. 

Attempts  to  induce  labour  by  introducing  a  bougie,  by 
Steele's  hydrostatic  dilator,  and  by  rupturing  the  membranes, 
failed  to  produce  any  sensation  of  pain,  except  when  the  hydro- 
static dilator  was  in  situ.  A  well-marked  caput  succedaneum, 
however,  was  subsequently  found,  proving  that  the  intermittent 
uterine  contractions  were  really  labour  pains.  (Is  the  sensation 
of  pain  in  true  labour  "  pains  "  due  solely  to  dilatation  of  the 
lower  utei'ine  segment,  and  of  the  cervix  and  vagina,  and  not,  as 
is  usually  taught,  to  uterine  contraction  also  ?) 

As  it  was  found  that  the  head  was  arrested  just  above  the 
lower  segment  of  the  uterus  by  two  opposing  fibroids  a  Porro- 
Caesarean  operation  was  performed,  in   preference   to    a   pan- 
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hysterectomy,  or  to  Caesarean  section  with  removal  of  the 
appendages. 

The  operation. — When  the  abdomen  was  opened  in  the  middle 
line  the  left  broad  ligament  came  into  view  owing  to  the  torsion 
of  the  uterus,  with  the  largest  fibroid  on  its  right.  The  incision 
into  the  uterus  had  therefore  to  be  made  posteriorly  to  the  left 
broad  ligament,  and  was  directly  over  the  placental  site.  The 
placenta  was  stripped  off,  the  membranes  incised,  the  child 
extracted,  the  placenta  and  membranes  removed,  and  the  uterus 
brought  out  through  the  abdominal  incision.  The  broad  liga- 
ments and  round  ligaments  were  tied  and  cut  through,  the 
anterior  flap  of  peritoneum  with  the  bladder  was  turned  down, 
the  uterine  arteries  tied,  the  posterior  peritoneal  flap  formed, 
and  the  stump  covered  over  by  the  peritoneal  flap  and  dropped 
back  into  the  abdomen. 

The  tumour  weighed  5  lbs.  12  oz.  The  baby — a  boy — 
weighed  Q\  lbs.,  and  both  he  and  the  mother  had  an  uneventful 
recovery.     The  abdominal  scar  now  measures  h\  inches. 

It  is  a  point  worthy  of  discussion  whether  supra-vaginal 
amputation  of  the  uterus  (Porro's  operation),  with  retro-perito- 
neal treatment  of  the  stump,  is  not  safer  for  the  patient  in 
skilled  hands  than  a  Siinger-Caesarean  section  with  sterilisation 
in  all  cases  of  permanent  obstruction  to  labour  requiring  ab- 
dominal section,  except  perhaps  those  due  to  cancer  of  the 
supra- vaginal  cervix. 

When  it  has  been  decided  that  a  viable  child  has  to  be 
delivered  from  a  living  mother  by  abdominal  section,  the  method 
to  be  adopted  has  to  be  determined.  All  cases  would  resolve 
themselves  into  three  groups  : 

1st.  Those  where  hysterectomy  (Porro  or  panhysterectomy) 
with  retention  of  one  or  both  ovaries  is  absolutely  indicated. 

2nd.  Those  where  a  Sanger- Csesarean  operation  (with  or 
without  sterilisation)  is  absolutely  indicated. 

3rd.  Those  capable  of  being  treated  by  either  operation. 

It  is  agreed  that  a  Porro  (or  panhysterectomy)  is  absolutely 
indicated  in  the  following  cases : — obstructing  fibroids ;  cicatricial 
stenosis  of  the  vagina  where  the  lochia  cannot  escape ;  septic 
endometritis  ;  decomposed  foetus  ;  (osteomalacia  owing  to  the 
fact  that  removal  of  the  appendages  is  often  curative  ;)  uterine 
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haemorrhage  from  uterine  inertia  during  Csesarean  section ;  after 
much  previous  manipulation  of  the  uterus  in  attempts  to  extract 
per  vaginam. 

Sanger- Caesarean  section  -without  sterilisation  is,  on  the  other 
hand,  absolutely  indicated,  instead  of  a  "  Porro,"  where  it  is 
considered  desirable  for  the  woman  to  have  a  chance  of  another 
child,  and  Siinger-Caesarean  section  with  sterilisation,  is  re- 
quired (?)  in  cases  of  cervical  cancer,  when  the  supra- vaginal 
cervix  is  involved.  There  only  remains,  therefore,  a  third  group 
of  cases  where  a  Csesarean  section  with  sterilisation  is  usually 
done,  but  where  it  would,  in  my  opinion,  be  quite  as  reasonable 
to  do  a  modern  "  Porro." 

This  third  group  includes  all  cases  of  sufficient  pelvic  contrac- 
tion, and  it  is  in  such  cases  that  the  relative  value  of  a  modern 
"Porro"  operation  as  compared  with  a  sterilising  Siinger- 
Csesarean  operation  demands  serious  consideration. 

Mrs.  T.  M — ,  aged  33,  married  five  years,  never 
pregnant. 

Admitted  into  Chaudos  Ward  of  Charing  Cross  Hos- 
pital September  21st,  1899. 

Her  menstrual  history  was  regular,  the  periods  lasting 
from  three  to  four  days  ;  the  loss  was  not  profuse,  and 
there  was  only  trifling  dysmenorrhoea  during  the  day 
preceding  the  flow.  Her  last  period  was  on  July  5th,  a 
period  of  amenorrboea  of  eleven  weeks.  She  had  noticed 
a  lump  in  the  right  iliac  region  for  three  years,  but  it 
had  not  caused  pain,  nor  had  it  increased  in  size  the  last 
six  months.  She  had  had  some  frequency  of,  and  pain 
during,  micturition  for  twelve  months.  She  was  now 
sent  into  Chandos  Ward  by  Dr.  Eden  from  the  out- 
patient department. 

On  abdominal  examination  there  was  a  large  fibroid 
tumour  occupying  the  hypogastric,  umbilical,  and  right 
iliac  regions.  Just  above  the  left  Poupart's  ligament  a 
smaller  fibroid  nodule  was  felt,  and  between  the  two  the 
uterine  wail  had  an  elastic  feeling  on  palpation,  which 
suggested  pregnancy. 
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Per  vaginam. — The  cervix  was  out  of  reach  behind 
the  symphysis  pubis,  and  the  sacral  hollow  and  most  of 
the  true  pelvis  was  occupied  by  a  large  impacted  fibroid. 

The  urine  was  normal. 

A  provisional  diagnosis  of  pregnancy  in  a  fibroid 
uterus  was  made.  She  was  kept  in  the  hospital  for  five 
weeks,  during  which  time  unsuccessful  efforts  were  made 
by  digital  pressure  under  aneesthesia,  and  by  hydrostatic 
pressure,  to  elevate  the  impacted  fibroid.  Careful 
measurements  were  also  made,  but  very  little  increase  of 
size  was  discoverable,  and  as  no  further  evidence  of 
pregnancy  could  be  detected,  and  the  indications  from 
the  breasts  were  almost  negative,  it  was  thought  possible 
that  the  amenorrhcea  was  due  to  some  other  condition. 

She  came  back,  as  instructed,  in  two  months  on 
January  29th,  1900,  having  then  had  complete  amenor- 
rhcea for  twenty-nine  weeks. 

On  examination  the  breasts  were  found  to  be  very 
suggestive  of  pregnancy,  and  the  abdominal  measurements 
had  much  increased,  especially  over  the  elastic  portion 
of  the  uterus  on  the  left  side.  A  souffle  could  be  heard 
just  below  the  umbilicus,  and  both  intermittent  contrac- 
tions and  foetal  movements  were  detected. 

Per  vaginam. — The  pelvic  fibroid  seemed  slightly 
higher  up,  but  the  cervix  was  still  out  of  reach. 

The  situation  was  explained  to  the  patient,  and  as  her 
desire  to  have  a  living  child  was  great,  and  nothing  was 
to  be  gained  by  operating  then,  it  was  decided  to  wait 
and  perform  a  Cesarean  operation  when  near  full  term. 
She  left  the  hospital  on  February  9th,  with  instructions 
to  return  at  once  should  pain  supervene. 

On  February  24th  (thirty-three  and  a  half  Aveeks  of 
gestation)  she  had  some  severe  abdominal  pain,  and  was 
readmitted. 

On  examination  the  abdominal  tumour  was  much 
larger,  and  the  difference  between  the  hard  fibroid  on 
the  right  side  and  the  elastic  portion  of  the  uterus  which 
contained  the  foetus  on  the  left  was  veiy  marked.      The 
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foetal  heart  could  be  heard.  The  outline  of  the  foetus 
could  now  be  defined,  and  its  position  was  found  to  be 
the  first  vertex. 

Per  vaginam. — The  large  fibroid  which  previously 
occupied  the  pelvis  had  risen  almost  above  the  brim,  and 
was  lying  rather  in  the  left  posterior  quarter  of  the 
abdomen,  and  this  sudden  movement  of  the  tumour 
probably  explained  the  abdominal  pain  of  the  preceding 
twenty-four  hours,  as  there  was  no  evidence  of  labour 
having  begun.  Owing  to  the  alteration  in  the  position 
of  the  pelvic  fibroids,  the  uterus  had  become  so  tilted 
that  the  cervix  was  now  easily  felt  in  nearly  its  normal 
position. 

March  lOtli. — Examination  under  ether,  in  consultation 
with  Dr.  Eden. 

The  head  was  found  to  be  presenting,  lying  between,  but 
apparently  nearly  clear  of  the  fibroid  tumours,  but  there 
was  a  fibroid  the  size  of  an  egg  in  the  left  antero-lateral 
wall  of  the  uterus  above  the  level  of  the  internal  os, 
which  it  was  thought  might  cause  trouble.  If  this 
should  be  further  drawn  up,  and  should  not  block  the 
way,  it  was  thought  that  the  head  might  pass  the  otlier 
two  large  fibroids,  and  that  Caesarean  section  might  not 
be  i*equired.  It  was  decided  to  induce  labour  at  the 
38th  week,  it  being  now  the  SS^th  week,  if  labour  did 
not  previousl}"  supervene. 

Accordingly,  on  March  20th  an  attempt  was  made  to 
pass  a  No.  13  gum-elastic  bougie,  but  it  could  not  be 
manipulated  past  the  internal  os  uteri. 

On  March  23rd,  under  anaesthesia,  the  cervix  was 
dilated  with  bougies,  and  a  ridge,  formed  by  bulging  of 
the  small  fibroid  in  the  left  antero-lateral  Avail,  was  then 
felt  which  had  evidently  prevented  the  bougie  from 
passing.  The  bougie  was  now  passed  into  the  uterus 
between  the  membranes  and  decidua  for  about  seven 
inches,  the  lower  end  being  curled  round  and  kept  in  the 
vagina  by  iodoform    gauze  packing.      Two  days  later,  as 


POERO-CJESAEEAN    HYSTERECTOMY.  249 

there  was  no  evidence  of  labour,  I  passed  a  sound  and 
swept  it  round  beneath  the  membranes. 

Next  day,  Marcb  26th,  labour  pains  being  still  absent, 
I  dilated  again,  and  inserted  a  Steele's  hydrostatic  bag 
containing  four  ouDces  of  water.  ''  Pains  "  ensued 
every  fifteen  minutes,  and  next  morning,  labour  being 
apparently  established,  I  removed  the  hydrostatic  bag. 
The  head  was  still  high  up,  resting  apparently  on  a 
ridge  or  shelf  at  the  lower  margin  of  the  small  fibroid, 
which  lay  just  above  the  plane  of  the  pelvic  brim 
anteriorly,  and  to  the  left. 

The  uterus  then  continued  to  contract  intermittently, 
and  the  membranes  bulged  and  became  tense  during  the 
contraction,  but  the  patient  had  no  sensation  of  pain 
during  these  contractions,  and  seemed  to  be  quite  un- 
aware of  them.  The  membranes  did  not  come  down  low 
enough  to  dilate  the  internal  os. 

On  March  27th,  at  9  a.m.,  finding  that  no  progress 
had  been  made,  and  the  cervix  being  soft  and  dilatable, 
I  ruptured  the  membranes  with  a  Playfair's  probe  whilst 
they  were  rendered  tense  during  a  uterine  contraction. 
On  the  same  evening,  at  9  p.m..  Dr.  Eden  and  I  saw  the 
patient.  She  said  she  had  had  no  "  pains,"  but  the 
internal  os  was  slightly  more  dilated.  The  head  was  no 
lower,  and  it  was  evident  that  it  could  not  pass  the  lower 
zone  of  the  uterus,  for  the  fibroids,  which  were  uoav  not 
kept  sepaiated  by  the  liquor  amnii,  were  much  closer 
together,  particularly  in  the  lower  uterine  segment. 

With  the  patient's  consent  an  abdominal  operation 
therefore  was  decided  upon. 

In  an  hour's  time,  viz.  at  11  p.m.,  March  27th, 
assisted  by  my  colleagues,  Mr.  Stanley  Boyd,  Dr.  Eden, 
and  my  house  physician,  Mr.  H.  H.  P.  Johnson  (anaes- 
thesia being  induced  by  Mr.  Lilley),  I  opened  the  abdomen 
in  the  middle  line.  I  then  found  that  the  left  broad 
ligament  was  in  the  line  of  the  abdominal  incision,  and 
as  the  whole  of  the  uterus  on  the  right  of  this  ligament 
was  occupied  by  the  largest  fibroid  tumour,  I  was  obliged 
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to  tilt  and  rotate  the  uterus  still  more  to  the  right,  in 
order  to  make  the  uterine  incision  in  the  posterior  surface 
of  the  uterus. 

I  made  a  small  incision  through  all  the  coats  of  the 
uterus,  extending  the  opening  by  tearing  upwards  and 
downwards,  and  found  that  the  maternal  surface  of  the 
placenta  presented  along  its  entire  length.  I  stripped 
this  off  rapidly  till  the  membranes  were  reached,  incised 
them,  and  extracted  the  child  by  the  feet.  The  child 
cried  at  once.  The  uterus  was  then  turned  out  of  the 
abdominal  incision,  Mr.  Boyd  controlling  the  haemor- 
rhage by  manual  pressure  round  the  cervix. 

The  round  ligaments  and  broad  ligainents  were  then 
tied,  clamped  on  the  uterine  side  of  the  ligatures,  and  cut 
through,  the  left  ovary  being  left  in  situ. 

The  peritoneum  was  then  incised  anteriorly  and  turned 
down  with  the  bladder,  and  the  uterine  vessels  were  tied 
on  each  side  A  posterior  peritoneal  flap  was  then  made, 
and  the  uterus  was  cut  away,  a  stump  being  formed  below 
the  level  of  all  the  fibroid  tumours.  The  endocervix  was 
cleansed,  the  muscle  of  the  stump  sutured  by  two  rows  ot 
buried  catgut  ligatures,  and  the  peritoneal  flaps  were 
drawn  over,  the  stump  being  finally  dropped  back  into 
the  peritoneal  cavity.  All  clots  were  sponged  out  of  the 
abdominal  cavity,  and  the  abdomen  was  closed  by  a  series 
of  interrupted  silkworm  gut  sutures  through  all  the 
tissues,  with  a  continuous  catgut  suture  uniting  the 
sheath  of  the  recti. 

The  operation  lasted  over  an  hour.  The  convalescence 
of  both  mother  and  child  has  been  uninterrupted. 

The  child  weighed  6  lbs.  6  oz. 

Dr.  Eden  has  kindly  given  the  following  description  of 
the  specimen  : 

The  uterus  is  roughly  pyriform  in  shape,  measuring 
7'5  inches  in  a  vertical,  8  inches  in  antero-posterior,  and 
5  inches  in  transverse  diameter.  The  round  ligaments 
are  attached  3  inches  below  and  in  part  of  the  summit  of 
the  uterus.      The  incision  lies  I'o  inches  behind  the  left 
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round  ligament,  and  is  3'5  inches  in  length.  The  cavity, 
exposed  by  this  incision,  measures  6*25  inches  in  vertical, 
and  3'5  inches  in  greatest  antero-posterior,  and  2  inches  in 
greatest  transverse  diameter.  There  are  two  main  fibroid 
growths,  the  larger  overlapping  the  anterior  wall,  the 
smaller  the  posterior  wall.  The  uterine  cavity  lies 
between,  and  has  its  widest  part  above  the  fibroids.  The 
distension  of  the  lower  half  of  the  uterine  cavity  has  been 
greatly  limited  by  the  presence  of  these  growths,  so  that 
this  portion  joins  an  oval  canal  measuring  1  inch  by  1'5 
inches  in  diameter.  This  undilated  portion  of  the  uterine 
cavity  probably  corresponds  to  the  lower  uterine  segment, 
but  owing  to  the  absence  of  any  retraction  ring,  this 
cannot  be  determined  with  certainty.  In  addition  to  the 
two  main  fibroid  growths  there  are  numerous  smaller  ones. 
An  interstitial  growth  the  size  of  a  hen's  egg  occupies 
the  lowest  part  of  the  posterior  wall  of  the  uterus,  being 
distinct  from  the  main  posterior  growth.  The  whole 
mass  removed  weighed  5  lbs.  12  oz.,  and  is  now  ex- 
hibited. 

Dr.  Hubert  Roberts  has  very  kindly  made  an  excellent 
drawing  of  the  specimen. 

RemavTxs. — Careful  observation  of  cases  of  jDregnancy 
with  fibroids  has  shown  that  in  a  large  proportion  of  them 
the  fibroids,  which  in  early  pregnancy  seem  likely  to 
obstruct  full  term  delivery,  are,  during  the  pregnancy, 
gradually  drawn  up  out  of  the  true  pelvis,  and  at  or  near 
full  term  are  found  to  be  lying  above  the  presenting  part, 
so  that  it  is  usually  advisable  not  to  interfere.  Fibroids 
may,  however,  delay  delivery  by  causing  irregular  muscu- 
lar action,  or  by  interfering  with  the  direction  of  the 
^^  direct  uterine  force,''  or  by  inducing  either  a  malpre- 
sentation  or  a  flexion  of  the  foetal  axis. 

In  the  case  under  discussion  it  seemed  hardly  possible 
that  the  large  fibroid,  which  filled  the  pelvis,  and  which 
had  so  tilted  the  uterine  cervix  that  it  was  out  of  reach 
above  the  pubes,  could  get  drawn  up  out  of  the  pelvis  as 
the   pregnancy   advanced.      The   history    of    the    patient 
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shows   tliat  this    elevation  spontaneously    and    suddenly 
occurred  at  the  thirty-fourth  week. 

From  the  patient's  point  of  view  it  was  disappointing 
to  find  that  this  elevation  of  the  largest  fibroid  was  not 
sufficient  to  allow  labour  to  terminate  naturally.  The 
approximation  of  the  fibroids  towards  the  lower  zone  of 
the  uterus  prevented  the  head  from  reaching  the  internal 
OS,  and  made  an  abdominal  operation  necessary. 

A  point  of  physiological  interest  may  be  noted.  Ex- 
cept when  Steele's  hydrostatic  bag  was  in  situ,  the 
patient  had  no  sensation  of  paiu  during  her  "  pains,"  so 
that  I  looked  upon  the  uterine  contractions,  which  regu- 
larly occurred,  as  the  ordinai*y  intermittent  conti'actions 
of  pregnancy.  I  noticed,  however,  on  two  occasions, 
that  during  one  of  these  painless  contractions,  the  mem- 
branes forcibly  bulged  downwards  between  the  opposing 
fibroids,  but  they  did  not  reach  the  internal  os,  and 
seemed  not  to  be  attached  as  low  as  the  internal  os^ 
owing  probably  to  the  ridges  formed  by  the  bulging 
fibroids.  There  was,  in  fact,  no  wedge  to  effect  dilata- 
tion of  the  cervix  from  above.  Yet  it  was  evident  that 
labour  had  been  present,  for  when  the  child  was  de- 
livered a  very  marked  caput  succedaneum  was  seen  on  its 
vertex. 

Is  it  possible  that  the  sensations  of  pain  during  the 
"pains"  of  labour  are  solely  due  to  dilatation  of  the 
cervix  and  of  the  vagina,  and  not  to  the  muscular  effort 
of  the  uterine  muscle  ?  If  so,  it  would  be  difficult  to 
explain  ''false  pains  "  and  spasmodic  dysmenorrhoea,  the 
pains  in  which  cases  are  said  to  be  due  to  irregular 
uterine  effort.  Painless  labours,  such  as  those  which 
occur  during  sleep,  are  explained  by  Galabin  as  being  in 
cases  where  there  has  been  very  little  resistance  to  dila- 
tation, and  very  small  uterine  effort  was  therefore  re- 
quired. In  this  case  muscular  effort  was  evidently  great, 
the  obstruction  was  absolute,  and  yet  there  was  no  sensa- 
tion of  pain. 

As   regards    the    operation  itself,  there  was,  with  the 
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very  efficient  help  I  was  receiving,  nothing  unusually- 
difficult. 

The  necessity  of  incising  the  uterus  posteriorly,  owing 
to  the  left  broad  ligament  being  central,  and  a  large 
fibroid  being  immediately  anterior  to  it  was  unexpected, 
but  a  suitable  part  of  the  uterus  was  easily  brought  into 
position  by  some  further  torsion  and  tilting  of  the  uterus, 
and  some  dragging  of  the  abdominal  incision  to  the  left. 
To  have  cut  down  also  on  the  placental  site  was  unfortu- 
nate, but  it  was  unavoidable,  and  did  not  delay  the  opera- 
tion, for,  finding  it  was  perfectly  easy  to  strip  the  placenta 
rapidly  off,  and  incise  the  membranes  when  they  came 
into  view,  I  did  not  adopt  the  book  method  of  cutting 
straight  through  it. 

The  anterior  aspect  of  the  supra-vaginal  cervix  was 
covered  by  the  bladder,  but  contained  no  fibroid  low  down. 
Posteriorly,  a  fibroid  the  size  of  an  egg  had  to  be  drawn 
up  and  enucleated  and  the  stump  made  below  it. 

It  was  noticed  how  much  easier  it  was  to  manipulate  the 
uterus  than  in  a  fibroid  uterus  of  similar  size,  apart  from 
pregnancy.  All  the  connections  and  ligaments  of  the 
uterus  were  more  mobile  and  supple,  and  it  rendered  the 
intra-peritoneal  treatment  of  the  stump  much  easier. 

As  soon  as  the  contents  of  the  uterus  were  evacuated, 
it  contracted  down  most  remarkably,  so  that  it  could  have 
probably  been  turned  out  of  the  abdomen  through  a 
smaller  incision  than  I  had  made,  which  is  represented 
by  54  inches  in  the  present  length  of  the  cicatrix.  Myo- 
mectomy being  impracticable,  the  only  possible  alterna- 
tive to  removal  of  the  uterus  was  an  ordinary  Caesarean 
operation,  followed  by  removal  of  the  appendages  to 
sterilise  the  patient  and  pi-omote  atrophy  of  the  fibroids, 
but  the  operation  adopted  seemed  preferable. 

Having  decided  to  remove  the  uterus  and  fibroids,  it 
seemed  desirable  to  adopt  the  modern  method  of  dealing 
with  the  stump,  covering  it  with  peritoneal  flaps  and 
dropping  it  into  the  abdomen,  rather  than  to  adopt 
Porro's  original  modification  of  the  Caesarean  section,  viz. 
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to  fix  the  stump  at  the  lower  end  of  the  abdominal  wound 
by  serre-n'cud  and  transfixion  pins.  The  alternative 
method,  that  of  pan-hysterectomy,  did  not  appear  to  me  to 
be  called  for. 

It  is  a  question  whether,  with  the  modern  retro-peri- 
toneal method  of  dealing  with  the  uterine  stump,  it 
would  not  be  better  to  substitute  the  modern  Porro- 
Caesarean  operation  in  nearly  all  cases  of  permanent  ob- 
struction requiring  abdominal  section  for  the  delivery  of 
the  child  chiring  the  life  of  the  mother. 

Statistics  are  not  yet  available  to  distinguish  between 
the  mortality  of  the  modern  "  Porro,''  still  an  infrequent 
operation,  and  of  the  Sanger-Ca3sarean. 

When  Porro  in  the  pre-antiseptic  period  (1876)  intro- 
duced abdominal  hysterectomy  as  an  alternative,  or 
addition,  to  Cassarean  section,  the  mortality  of  the  latter 
was  84  per  cent.  Porro's  results  were  encouraging  but 
not  satisfactory,  for  the  mortality  of  the  first  fifty  cases 
"was  60  per  cent. 

Antiseptics,  hoAvever,  soon  reduced  the  mortality  in 
both  operations,  and  Sanger's  improvement  of  the 
Caesarean  section  enabled  the  Sanger-Csesarean  opera- 
tion to  succeed  even  better  than  the  Porro, — or  even  than 
the  Porro-Miiller  operation. 

Thus  up  to  1882,  out  of  212  Sauger-Cassareau  opera- 
tions there  were  fifty  deaths,  or  22*6  per  cent.,  whilst  in 
272  Porro's  the  mortality  was  150,  or  55  per  cent. 

Dr.  Galabin  draws  attention  to  the  improvement  which 
has  followed  a  greater  experience  of  the  Porro  operation, 
for  while  out  of  the  first  fifty  cases  thirty  woman  died, 
only  ten  died  out  of  the  second  fifty,  i.  e.  20  per  cent. 

Leopold*  gives  as  his  statistics  from  1884  to  1898, 
seventy-one  cases  of  Sanger-Caesarean  operations  with 
seven  deaths,  a  mortality  of  9*8  per  cent.,  and  twenty- 
nine  Porro  operations  (all  extra-peritoneal)  with  three 
deaths,  or   a    mortality    of    10"3   per    cent., — so   that   the 

*  Leopold  >nid  Haake,  "  Ueber  100  Sections  caesareae,"  '  Archiv  fiir  Gyna* 
kologie/  Bd.  hi,  1S98,  p.  1. 
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latest  statistics  up  to  1898  appear  to  show  that  the  mor- 
tality in  skilled  hands  is  practically  the  same  in  the  two 
operations.*  This  was  before  the  intra-pelvic  treatment 
of  the  stump  was  generally  adopted_,  and  Braun  and 
Fernwaldf  give  still  more  favourable  statistics  of  Porro's 
operation  up  to  1894,  for  out  of  thirty-two  cases  requir- 
ing abdominal  section,  he  had  twelve  classical  C£esarean 
with  one  death,  and  twenty  Porro  operations  without  any 
mortality.  There  seems  every  reason  to  believe  that  the 
Porro-Miiller  operation,  modified  according  to  Baer's 
method  by  the  retro-pelvic  treatment  of  the  stump,  is 
likely  to  lead,  in  skilled  hands,  to  as  good  results  as  in 
the  ordinary  abdominal  hysterectomy  for  fibroids  apart 
from  pregnancy,  the  mortality  of  which  in  skilled  hands 
is  from  2  to  8  per  cent. 

If  so,  it  stands  to  reason  that  this  method  of  abdo- 
mino-hysterectomy  would  be  still  more  successful  in  cases 
of  pregnancy  with  contracted  pelvis,  where  there  were 
no  fibroids  in  the  uterine  lower  segment  to  render  the 
operation  longer  and  more  difiicult. 

There  are  obvious  risks  in  the  Sanger-Cassarean  opera- 
tion, which  are  to  a  great  extent  foreign  to  the  modern 
"  Porro  ;  "  thus  in  Leopold's  statistics  several  of  his  Porro 
operations  were  required  owing  to  severe  hsemorrhage 
due  to  uterine  inertia  in  the  course  of  a  Sanger-Ctesarean 
operation.  This  risk  would  of  course  be  obviated  by 
making  the  operation  a  "  Porro  "  from  the  commencement. 

*  Leopold  reduces  these  mortality  percentages  to  5'8  per  cent,  and  5"2 
per  cent,  respectively  by  omitting  from  the  fatal  cases  following  the  Siinger- 
Csesarean  operations,  three  cases,  and  from  the  Porro  fatalities,  two  cases. 

The  three  cases  he  omits  from  the  former  group  were  (1)  a  case  of  un- 
recognised intra-uterine  infection  which  should  have  been  treated  by  a 
Porro's  operation;  (2)  pulmonary  cedema  following  anaesthesia;  and  (3) 
where  premature  labour  had  four  weeks  previously  been  attempted,  and 
where  there  was  gonococcal  infection. 

The  two  cases  he  omits  from  the  Porro  fatalities  were  (1)  complicated  by 
medullary  sarcoma  of  the  right  ovary,  and  (2)  a  rachitic  dwarf  moribund  at 
the  operation  from  cardiac  mischief. 

t  '  Der  Kaiserschuitt  bei  engem  Beckon,'  Wien,  1894. 
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Most  fatal  cases  of  the  Sanger- Csesarean  section  are 
due  to  sepsis,  and  this  danger  would  be  greatly  lessened 
by  removal  of  the  placental  site  and  the  lai'ge  absorbent 
uterine  sinuses,  as  in  a  ''  Porro/'  There  have  been  very 
few  cases  published  of  Porro's  operation  with  retro-pelvic 
treatment  of  the  stump,  but  I  may  remind  the  fellows 
that  Dr.  Gow  *  showed  in  1898  at  this  Society  a  uterus 
with  fibroids  which  he  had  removed  in  this  manner,  both 
mother  and  child  doing  well. 

Dr.  Eden  has  kindly  drawn  my  attention  to  the  views 
held  by  Dr.  Hirst,t  Professor  of  Obstetrics  in  the 
University  of  Pennsylvania. 

Writing  in  1899,  he  states  that  it  is  his  conviction 
that  in  a  case  requiring  Caesarean  section  modern  coelio- 
hysterectomy  is  preferable  to  ccelio-hysterotomy,  having 
a  lower  mortality  and  a  greater  freedom  from  complica- 
tion, not  only  in  the  puei'perium,  but  in  the  patient's 
future  existence.  The  complications  which  may  arise  in 
the  puerperiuin  are  post-partum  haemorrhages  and  puer- 
peral infection.  The  complications  later  in  life  would  be, 
according  to  Prof.  Hii'st,  retention  and  decomposition 
of  the  lochia  owing  to  the  uudilated  cervical  canal  not 
permitting  free  exit  if  the  operation  is  done  before 
labour  ;  adhesions  between  the  anterior  uterine  and 
abdominal  walls  ;  persistent  fistula3  communicating  with 
the  uterine  cavity ;  rupture  of  the  uterus  in  subsequent 
pi'egnancies  and  labour,  and  the  necessity  for  repeated 
Caesarean  sections  if  the  woman  is  allowed  to  become 
pregnant  again. 

Some  of  these  reasons  for  preferring  hysterectomy 
instead  of  hysterotomy  would  be  met  by  sterilising  the 
patient  after  a  Sanger-Caesarean  section,  but  apart  from 
that  modification  his  arguments  are  in  my  opinion 
sound. 

Dr.  H.  J.  Boldt,  J  of  New  York,  also  advocates  hysterec- 

*  '  Trans.  Obstet.  Soc.,'  1898,  vol.  xxxix,  p.  7. 

t  Hirst.  'Text-hook  of  Obstetrics,'  1899,  p.  785. 

J  Boldt,  '  Ainericau  Journ.  of  Obstet.,'  1898,  vol.  xxxviii,  pp.  41 — 50. 
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tomy  instead  of  the  Sanger-Caesarean  operation,  for  very 
sitnilar  reasons,  in  every  ease  where  there  is  an  absohite* 
indication  for  abdominal  section  ;  but  he  prefers  panhys- 
terectomy to  Porro's,  for  reasons  which  need  not  here  be 
stated. 

When  it  has  been  decided  that  a  viable  child  has  to 
be  delivered  from  a  living  mother  by  abdominal  section, 
the  question  at  once  arises,  what  particular  method  of 
operation  should  be  adopted.  All  cases  would  then 
resolve  themselves  into  three  groups  : 

1.  Those  where  hysterectomy  (Porro  or  panhysterec- 
tomy), with  retention  of  one  or  both  ovaries,  is  absolutely 
indicated, 

2.  Those  where  a  Sanger-Ceesarean  operation  (with  or 
without  sterilisation)  is  absolutely  indicated,  and 

3.  Those  capable  of  being  treated  by  either  operation. 
Among   the   first    group    requiring    hysterectomy    the 

following  may  be  enumerated  : — Obstructing  fibroids  ; 
cicatricial  stenosis  of  the  vagina  where  the  lochia  cannot 
escape ;  septic  endometritis ;  decomposed  foetus  (osteo- 
malacia owing  to  the  fact  that  removal  of  the  appendages 
is  often  curative )  ;  uterine  heemorrhage  from  uterine 
inertia  during  Caesarean  section  ;  after  much  previous 
manipulation  of  the  uterus  in  attempts  to  extract  per 
vaginam. 

Sanger-Caesarean  section  without  sterilisation  is,  on  the 
other  hand,  absolutely  indicated,  instead  of  a  "  Porro," 
where  it  is  considered  desirable  for  the  woman  to  have  a 
chance  of  another  child,  and  Sanger-Csesarean  section 
with  sterilisa,tion  is  required  (?)  in  cases  of  cervical  can- 
cer, when  the  supra-vaginal  cervix  is  involved.  There 
only  remains,  therefore,  a  third  group  of  cases  where  a 
Caesarean  section  with  sterilisation  is  usually  done,  but 
where  it  would,  in  my  opinion,  be  quite  as  reasonable  to- 
do  a  modern  "  Porro." 

This  third  group  includes  all  cases  of  sufficient  pelvic 
contraction,  and  it  is  in  such  cases  that  the  relative  value 
of  a   modern   "  Porro  "   operation,   as    compared   with  a 

VOL.  XLII.  19 
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sterilising    Sanger- Caesarean  operation,  demands   serious 
consideration. 

Dr.  Galabix  noticed  that  the  author  had  applied  the  term 
Porro's  operation  to  the  operation  performed  by  him.  This 
term  had  for  so  manv  vears  been  used  to  signify  the  operation 
by  which  the  stump  of  the  uterus  was  fixed  in  the  abdominal 
wall,  that  he  thought  it  was  a  pity  not  to  limit  it  to  that,  but 
to  extend  it  to  a  very  different  operation.  He  thought  that  this 
would  tend  to  confuse  the  statistics,  which  it  was  desirable  to 
keep  distinct,  that  the  relative  mortality  of  each  might  be 
ascertained.  He  thought  the  operation  ought  rather  to  be 
called  a  Baer-Csesarean  operation,  or  simply  Caesarean  hyste- 
rectomy. 

He  thought  that  Dr.  Routh  had  been  right  in  his  choice  of 
operation.  His  own  experience  in  that  direction  was  limited  to 
one  case,  about  four  or  five  years  ago,  in  which  he  performed 
it  in  pregnancy  complicated  b}-  a  fibroid  tumour,  not  at  the  full 
term  of  pregnancy,  but  at  something  under  six  months,  the 
abdominal  distension  necessitating  some  interference.  He  was 
struck  by  the  fact  that  the  pregnancy  did  not  seem  to  add  to 
the  difficulty  of  the  operation,  and  was  led  by  this  experience 
to  recommend  it  in  the  1897  edition  of  his  'Midwifery'  as  the 
best  operation  when  fibroid  tumours  obstructed  the  pelvis  at 
full  term ;  and  also  as  an  alternative  to  be  considered  to  the 
ordinary  Caesarean  section  apart  from  fibi'oid  tumours.  Since 
then  he  had  had  three  or  four  cases  of  fibroid  tumours  ob- 
structing the  pelvis  during  pregnancy,  in  which  all  preparations 
had  been  made  for  performing  the  operation  at  term,  but  the 
tumoui-s  ascended  unexpectedly  in  the  first  stage  of  labour,  and 
the  children  were  delivered  with  forceps.  He  had  treated  them 
somewhat  differently  from  Dr.  Routh,  in  that  he  had  left  labour 
to  come  on  spontaneously  ;  and  he  thought  that  this,  perhaps, 
favoured  the  ascent  of  the  tumour. 

In  one,  of  these  cases,  the  lady  being  anxious  for  a  family, 
notwithstanding  the  risk  resulting  from  the  presence  of  the 
fibroid  tumour  ;  and  being  sterile,  he  had  curetted  the  uterus 
in  the  hope  of  bringing  about  pregnancy,  and  that  result  had 
followed. 

He  asked  Dr.  Routh  whether  any  trouble  was  found  from 
haemorrhage  before  the  ovarian  and  uterine  ai'teries  were  se- 
cured, and  whether  any  elastic  ligature  was  \ised. 

Dr.  William  Duncan  congratulated  Dr.  Routh  on  the  success 
of  his  treatment,  and  agreed  with  him  that  in  the  case  recorded 
abdominal  hysterectomy  with  intra-peritoneal  treatment  of  the 
stump  was  preferable  to  Caesarean  section. 

He  thought  it  misleading  to  call  certain  operations  by  the 
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names  of  those  who  are  supposed  to  have  originated  them  (such 
as  Porro-Csesarean,  Sanger-Csesarean,  Baer,  etc.) 

He  was  strongly  of  opinion  that  abdominal  hysterectomy  with 
intra-peritoneal  treatment  of  the  stump  was  much  less  dangerous 
than  any  Caesarean  section,  and  he  would  adopt  it  in  all  cases 
which  necessitated  removal  of  the  foetus  ;per  abdomen,  the  only 
exception  being  in  cases  of  cancer  of  the  cervix,  in  which  he 
thought  it  safer  to  clamp  the  cervix  and  fix  it  in  the  lower  end 
of  the  abdominal  incision. 

Of  course  in  cases  of  hysterectomy  one  or  both  ovaries  should 
be  left,  so  that  after  recovery  the  patient  suffered  none  of  the 
symptoms  met  with  at  the  menopause.  He  pointed  out  that 
it  is  always  better  to  leave  both  ovaries,  as  he  has  several  times 
noticed  that  when  only  one  has  been  left  various  unpleasant 
symptoms  (such  as  flushings,  headaches)  have  ensued,  although 
not  so  severe  as  when  both  are  removed. 

Dr.  Peter  Horrocks  thought  it  would  be  better  to  speak 
simply  of  Csesarean  section  rather  than  Siinger-Caesarean, 
because  the  chief  point  in  Sanger's  modification  was  sewing  the 
peritoneum  completely  over  the  deep  sutures  by  means  of 
Lembert's  suture.  The  evolution  of  asepsis  had  shown  this  to 
be  unnecessary,  and  so  it  has  been  abandoned  by  many 
operators.  He  considered  that  Dr.  Amand  Eouth  had  done 
quite  the  best  thing  in  the  case  which  he  had  oi^ei-ated  on  ;  but 
he  did  not  think  that  it  was  possible  to  formulate  rigid  rules  to 
which  operators  must  adhere.  As  a  matter  of  experience,  it  was 
found  that  no  t-\vo  cases  Avere  alike,  and  hence  it  often  happened 
that,  even  during  the  course  of  an  operation,  it  was  found  best 
to  do  something  quite  different  from  what  was  intended  when 
the  operation  began.  In  the  case  he  had  shown  to-night,  he 
believed  it  would  have  been  possible  to  have  removed  the 
fibroid  tumour  without  removing  the  uterus  as  well.  Still, 
speaking  generally,  he  should  prefer  always  to  do  Csesarean 
section  rather  than  Porro's  operation,  and,  although  a  woman's 
uterus  was  no  use  to  her  after  she  had  been  sterilised,  yet  he 
would  prefer  to  leave  the  uterus,  and  sterilise  by  snipping  half 
an  inch  out  of  the  middle  of  each  Fallopian  tube,  rather  than  do 
a  Porro,  simply  because  it  was  so  much  easier  to  do,  and  so  much 
less  risky  to  the  patient.  He  had  never  found  that  the  climacteric 
atrophic  changes  commenced  when  one  ovary  was  left  behind. 
He  always  left  both  ovaries  behind  where  possible. 

Dr.  Dakin  w^as  unable  to  agree  with  Dr.  William  Duncan 
that  it  was  necessary  to  leave  both  ovaries  behind  after  an 
abdominal  hysterectomy  of  any  kind,  in  order  to  prevent  the 
appearance  of  the  unpleasant  symptoms  to  which  Dr.  Duncan 
had  alluded.  If  one  ovary  were  left  behind  the  effect  was  the 
same  as  if  both  were.  The  question  of  most  importance  dis- 
cussed  in   Dr.    Amaud   Routh's    very   interesting   paper    was 
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whether,  in  certain  cases  in  wliich  delivery  through  the  abdo- 
minal wall  was  necessary,  it  was  better  to  suture  the  uterine 
wound  or  to  remove  the  uterine  body  by  the  retro-peritoneal 
method.  Dr.  Dakin  related  a  case  on  which  he  had  recently 
operated.  The  patient,  aged  28,  was  sent  to  him  in  May 
of  the  present  year.  She  was  at  just  about  term,  a  2-para. 
Her  true  conjugate  measured  2f  inches,  and  in  the  previous 
pregnancy  labour  had  been  induced  at  about  the  sixth  month, 
delivery  being  even  then  accomplished  with  difficult}'.  She  Avas 
a  fairly  well-built  woman,  and  her  pelvis  was  otherwise  of 
normal  size.  The  head  of  the  child  was  lying  on  the  brim,  and 
projected  in  front  beyond  the  upper  border  of  the  symphysis. 
She  was  very  ansemic,  and  had  much  oedema  of  the  vulva  and 
of  the  anterior  abdominal  wall  just  above  the  level  of  the  head. 
She  was  prepared  to  run  the  risk  of  an  abdominal  operation  to 
have  a  living  child,  but,  when  the  situation  had  been  explained 
to  her,  decided  to  be  sterilised  at  the  same  time.  Dr.  Dakin, 
before  operating,  considered  what  method  he  shovdd  adopt, 
much  on  the  same  lines  as  argued  by  the  author  of  the  paper, 
and  determined  to  wait  until  the  abdomen  was  opened  and  the 
child  extracted  before  deciding  whether  he  would  complete  the 
operation  by  removing  a  length  of  each  tube  and  suturing  the 
uterine  wound,  or  by  amputating  the  body  of  the  uterus.  The 
placenta  was  found  in  the  line  of  the  uterine  incision,  and  had 
to  be  removed,  but  the  haemorrhage  from  the  cut  edges  of  the 
placental  site  was  easily  arrested  by  pressure  with  a  gauze  plug. 
The  vessels  of  the  uterus  were  then  seen  to  stand  so  clear  of  all 
obstruction  to  easy  ligature,  that  lie  decided  that  it  would  be  a 
much  shorter  procedure  to  remove  the  body  of  the  uterus  than 
to  suture  the  uterine  wound  and  to  ligature  and  excise  a  part  of 
each  lube.  The  result  was  quite  satisfactory,  and  the  mother 
and  child  left  the  hospital  in  good  health  about  five  weeks  after 
operation,  convalescence  having  been  interrupted  only  for  a  few 
days  by  some  oedema  of  the  left  leg,  due,  no  doubt,  to  a  small 
thrombus. 

When  the  Caesarean  section  is  completed  in  this  way,  the 
woman  escapes  certain  risks  to  which  she  is  liable  Avhen  the 
sutured  uterus  is  left  behind  ;  namely,  those  of  infection  of  the 
peritoneum  through  an  imperfectly  sutured  wound  ;  adhesions 
of  the  uterus  to  the  anterior  abdominal  wall,  which  may  cause 
internal  strangulation  of  the  bowel ;  and  the  possibility  of  a 
recurrence  of  pregnancy  from  imperfect  sterilisation.  If  the 
woman  wishes  to  have  a  family  all  delivered  through  the 
abdominal  wall  it  is  another  matter.  There  seems  to  be  no 
amount  of  shock  during  or  after  operation  when  supra-vaginal 
hysterectomy  is  performed  above  that  which  may  occur  from  an 
ordinary  Caesarean  section  ;  at  all  events  the  patient  under  dis- 
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cussion,  who  was  not  by  any  means  an  ideal  case  for  abdominal 
section,  suffered  from  none  at  all. 

It  seemed  to  the  speaker  that  the  best  way  was  to  wait  until 
the  child  was  extracted  from  the  uterus  before  deciding  how  the 
operation  should  be  finished  in  a  case,  that  is  where  the  woman 
desired  to  run  no  further  risk  of  pregnancy. 

Dr.  Herbert  Spencer  thought  that  all  would  agree  that  the 
best  operation  had  been  done  in  this  case  of  dystocia  from 
fibroids,  as  a  living  child  had  been  obtained  and  the  mother 
had  got  rid  of  the  tumours.  Eight  years  ago  he  had  himself 
performed  Pori'o's  operation  for  dystocia  from  fibroids,  with  a 
similar  result  ('  Obst.  Trans.,'  vol.  xxxvii).  While  the  intra- 
abdominal treatment  of  the  stump  had  the  advantage  of  lessen- 
ing the  period  of  convalescence  and  the  tendency  to  hernia,  it 
was  by  no  means  free  from  drawbacks,  as  shown  by  the  three 
cases  published  by  Klotz,  which  all  died  of  septic  peritonitis 
(produced  in  the  opinion  of  Klotz  by  infection  of  the  silks 
through  the  vagina)  within  three  years  of  the  operation,  and  by 
the  risk  of  adhesion  to  the  seam  causing  intestinal  obstruction, 
which  had  occurred  in  sevei'al  cases,  among  them  one  of  his  own. 
He  disagreed  with  the  author's  suggestion  to  perform  the  Porro 
operation  in  all  cases  of  permanent  obstruction,  such  as  con- 
tracted pelvis.  He  thought  the  conservative  Ceesareau  section 
was  the  proper  operation  in  these  cases,  but  would  have  nothing 
to  do  with  sterilisation  by  tying  or  cutting  the  tubes,  which, 
besides  exposing  the  patient  to  additional  risks,  was  very 
unreliable  in  its  effects,  and  was  at  least  debatable  from  the 
moral  standpoint.  The  conservative  Csesareau  section  was, 
when  performed  in  a  healthy  subject,  one  of  the  most  successful 
of  all  abdominal  sections,  and  it  had  the  great  advantage  over 
operations  for  the  removal  of  tumours  that  there  was  no 
"  stump"  for  intestines  to  adhere  to,  tlie  wound  in  the  puerperal 
uterus  lying  up  against  the  abdominal  wall  and  the  uterus 
adhering  in  that  situation,  so  that  at  a  subsequent  operation 
the  general  jjeritoneal  cavity  was  slightly  opened  or  not  at  all. 
He  had  recently  performed  Csesarean  section  under  local  anaes- 
thesia (Schleich's  method)  ujDon  a  patient  whom  he  had  delivered 
by  Csesarean  section  twice  previously.  The  first  two  children 
had  died  of  diarrhoea  when  they  were  two  or  three  weeks  old, 
and  the  third  was  now  a  fine  healthy  child,  and  the  woman  a 
happy  mother,  instead  of  being  disconsolate,  as  she  would  have 
been  had  he  removed  the  uterus,  as  recommended  by  the  author. 
He  had  also  successfidly  repeated  Csesarean  section  in  another 
case. 

Dr.  CoLLiNGwooD  Andrews  said  that  it  had  been  his  lot  to 
use  a  Koeberte's  serre-noeud  a  good  many  years  ago,  before  the 
retro-peritoneal   treatment  of  the  stump  had   been   suggested. 
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He  would  certainly  never  have  recourse  to  the  loop  again,  as  he 
considered  llie  later  method  to  be  eri'eatly  superior. 

Mr.  Butler-Smythe  considered  Dr.  Aiuand  Eouth's  modified 
operation  to  he  essentially  an  oi)ei-atiou  for  the  hospital,  where 
the  operator  would  be  bimself  experienced  in  abdominal  surgery, 
and  at  the  same  time  have  the  advantage  of  skilled  assistants. 
He,  Mr.  Butler-Smythe,  wished  to  ask  Dr.  Amaud  Routh  if  he 
advocated  the  performance  of  such  an  elaborate  method  by  the 
medical  practitioner  at  the  bedside  of  some  poor  patient  in 
country  districts  ?  "With  regard  to  cases  of  contracted  pelvis, 
he  hardly  dared  to  venture  an  opinion  as  to  what  operation 
should  be  performed;  but  he  certainly  would  ])refer  Caesai'ean 
section.  In  a  case  complicated  by  fibroids,  whether  in  the  body 
or  in  the  lower  segment,  he  would  advise  the  so-called  Porro's 
operation,  and,  if  the  means  were  at  hand,  he  would  decidedly 
adopt  the  retro-peritoneal  treatment,  a  method  he  hoped  to  see 
carried  out  in  all  future  cases.  The  unfortunate  part  of  the 
question  was  that  no  operator  could  settle  on  Avhat  he  would  or 
could  do  until  he  had  opened  the  abdomen  and  uterus,  and  had 
extracted  the  child.  It  was  then  he  would  find  that  many  of 
his  elaborations  would  have  to  be  modified.  His  first  duty  was 
to  save  the  lives  of  the  mother  and  child,  the  second  to  consider 
whether  it  would  be  wise  to  allow  the  mother  to  risk  a  second 
pregnancy.  He  considered  the  serre-noeud  and  elastic  ligatures 
very  useful  adjuncts  in  emergency  cases. 

Mr.  Targett  referred  to  a  case  .«hown  by  him,  see  p.  242,  in 
which  he  had  performed  abdominal  hysterectomy  for  rupture  of 
the  pregiiaut  uterus  at  term.  The  patient  had  had  a  Csesarean 
section  done  two  and  a  half  years  previously  for  impacted 
shoulder  i)resentation,  but  she  had  not  been  stei'ilised.  She 
was  readmitted  in  a  state  of  severe  collapse,  and  on  opening  the 
abdomen  the  child  and  placenta  were  found  free  in  the  peri- 
toneal cavity,  and  there  was  a  large  rupture  in  the  anterior  wall 
of  the  uterus  along  the  scar  of  the  previous  operation.  With 
respect  to  the  questions  raised  by  Dr.  Routh's  paper,  he  con- 
sidered that  a  non- sterilising  Csesarean  section  was  very  rarely 
justifiable  ;  while  between  a  supra-vaginal  h^'sterectoniy  and  a 
Cesarean  section  with  sterilisation  the  balance  would  be  usually 
in  favour  of  hysterectomy,  because  it  could  V;e  more  lapidly  per- 
formed, and  prevented  the  lisks  of  haemorrhage  and  subsequent 
sepsis.  When  the  pregnancy  was  com])licated  with  fibroids  the 
advanta<;es  of  su])ra-Viigmal  hysterectomy  were  obvious. 

The  President  observed  that  he  had  heard  the  dispute  about 
nomenclature  as  long  ago  as  1881,  when  Sir  Spencer  Wells 
successfully  performed  what  would  now  be  called  panhysterec- 
tomy, in  the  sixth  month  of  pregnancy,  for  cancer  of  the  cervix. 
The  retro-peritoneal   operation  Avas  l>est,  provided   that,  as  in 
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Dr.  Amand  Routli's  case,  the  obstetrician  bad  already  performed 
it  more  thau  once  on  non-pregnant  subjects  and  in  hospital 
practice.  Country  practitioners  with  large  midwifery  practices 
but  no  experience  of  abdominal  section  have,  as  in  a  case  within 
his  own  knowledge,  had  excellent  results  after  the  old  Porro- 
Csesarean  operation,  which  was  easy,  and  could  be  done  quickly. 
On  that  account  Lepage  ('Annales  de  G-ynee.  et  d'Obstet.,' 
April,  1900)  perfoi'med  the  old  operation  in  a  hospital  on  a  case 
of  labour  at  term  and  free  haemorrhage,  saving  mother  and 
child;  the  fibroid  was  large.  Weiss  and  Schuhl  (ibid.)  reported 
the  removal  of  the  uterus  in  two  cases  of  spontaneous  rupture 
during  labour,  both  occurring  in  a  hospital.  In  one  case  the 
elastic  ligature  and  pins  were  used,  and  the  patient  recovered  ; 
in  the  second,  which  was  lost,  the  retro-peritoneal  operation  was 
undertaken  ;  but  this  case  was  septic.  Panhysterectomy  had  the 
disadvantage  of  being  yet  lengthier  than  retro-peritoneal  hys- 
terectomy. The  President  considered  that  the  question  of  the 
treatment  of  the  ovaries  in  any  kind  of  hysterectomy  was  still 
unsettled.  He  agreed  with  Dr.  Herbert  Spencer  as  to  the 
liability  to  trouble  from  the  ligatures  in  the  stump  in  the  retro- 
peritoneal oj3eration.  Haemorrhage  from  too  few  ligatures  Avas 
more  dangerous  than  parametritis  from  too  many. 

In  his  reply  Dr.  Amand  Routh  agreed  that  the  nomenclature 
was  not  altogether  satisfactory,  but  thought  that  all  cases  of 
hysterectomy  during  late  pregnancy  (except  panhysterectomy) 
were  of  the  irature  of  a  "Porro,"  the  treatment  of  the  stump 
being  a  detail  capable  of  many  renderings.  He  did  not  consider 
the  old  "  Porro"  operation  was  suitable  for  cases  of  advanced 
cancer  of  the  cervix,  owing  to  the  great  strain  on  the  friable 
supra-vaginal  cervix,  which  would  almost  certainly  give  way. 
He  did  not  think  it  made  any  difference  to  the  patient's  after- 
history  whether  one  or  both  ovaries  were  left.  Most  of  the 
speakers  had,  with  certain  reservations,  approved  of  his  view 
that  hysterectomy  was  in  most  cases  preferable  to  Caesarean 
section  with  sterilisation,  and,  as  Mr.  Doran  stated,  if  haste  was 
essential  the  old  Porro  was  indicated,  otherwise  the  modern 
retro-peritoneal  hysterectomy.  Dr.  Herbert  Spencer's  contention 
that,  wherever  possible,  Caesarean  section  ivitlwut  sterilisation 
should  be  performed,  so  as  to  allow  another  pregnancy  to  occur, 
was  not,  in  his  opinion,  justifiable.  The  patient  might  at  full 
term  be  far  away  from  skilled  assistance,  and  would,  moreover, 
run  all  the  risks  mentioned  in  his  paper,  both  during  the 
puerperium  and  subsequently.  The  adhesions,  which  Dr. 
Spencer  stated  occurred  between  the  uterine  and  abdominal 
incisions,  were  one  of  the  dangers,  and  involved  the  risk  of 
intestinal  obstruction.  He  preferred  catgut  to  silk  for  suturing 
the  muscle  of  the  stump,  owing  to  its  quicker  absorption,  which 
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caused,  therefore,  a  smaller  cbance  of  subsequent  infection. 
He  had  not  used  the  elastic  ligature  before  tying  the  uterine 
vessels,  but  had  tied  or  clamped  these  immediately  after  the 
child  was  extracted. 


OCTOBER  3rd,   1900. 

Alban  Doean,  F.R. C.S.J  President,  in  the  Chair, 

Present — 30  Fellows  and  2  Visitors. 

Books  were  presented  by  Dr.  Galabin,  the  American 
Association  of  Obstetricians  and  Gynecologists,  the  Sec- 
tion on  Gynecology  of  the  College  of  Physicians  of 
Philadelphia,  the  Copenhagen  Medical  Society,  the 
Madras  Government  Maternity  Hospital,  and  the  Royal 
Medical  and  Chirurgical  Society. 

Ralph  Henry  Vincent,  M.B.,  B.S.  (Durh.),  was  ad- 
mitted a  Fellow  of  the  Society. 

Claude  S.  Hawkes,  L.R.C.P.  (Brisbane),  and  Jameson 
•John  Macan,  M.A.,  M.D.  (Cheam)  were  declared  ad- 
mitted. 

The  following  gentleman  was  elected  a  Fellow  of  the 
Society  :— Thomas  William  Shepherd,  L.R.C.S.  and  L.M. 
(Launceston) . 


Bsport  of  Gnmmitfee  on  Dr.  H.  R.  Andrews's  Sj^ecimen  of 
Sarcoma  of  Uterus.      (See  p.  210.) 

Sections  from  various  parts  of  the  tumour  show  masses 
of  small  round-cells,  with  a  few  oat-shaped  cells,  in  some 
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places  showing  a  more  oi*  less  alveolar  arrangement, 
infiltrating  the  muscle-bundles.  The  growth  is  very 
vascular. 

There  is  no  doubt  at  all  that  the  growth  is  sarcoma. 
There  is  no  evidence  of  the  sarcoma  having  started  in  a 
fibroid  tumour. 

Herbert  R.  Spencer. 

T.  W.  Eden. 

H.  R.  Andrews. 


RUDIMENTARY   SUPERNUMERARY    DIGITS. 
Shown  by  H.  R.  Andrews,  M.D.,  M.R.C.P. 

Dk.  Andrews  showed  three  specimens  of  what  wei'e 
apparently  rudimentary  supernumerary  digits. 

They  were  small  ovoid  bodies,  about  an  inch  and  a 
([uarter  long  and  half  an  inch  thick,  resembling  "  snow- 
berries."  The  first  was  expelled  from  the  uterus  shortly 
after  the  birth  of  a  male  child,  which  presented  by  the 
breech.  The  arms  were  extended,  and  had  to  be  brought 
<lown.  Doubts  as  to  its  nature  were  cleared  up  by  the 
fact  that  the  next  day  an  exactly  similar  body  was  found 
on  the  little  finger  of  a  new-born  female  infant,  attached 
by  a  small  thin  pedicle.  On  examination  of  the  first 
child's  hand  a  small  vascular  stump  was  found  at  the 
root  of  the  left  thumb.  The  pedicle  had  evidently  been 
torn  through  during  the  birth  of  the  arm. 

The  two  microscopical  sections  exhibited  showed  prac- 
tically identical  structures,  a  lining  of  skin  with  stratified 
epithelium,  papillae,  myxomatous  connective  tissue,  sweat- 
glands,  and  fat,  with  a  small  mass  of  cartilage  in  the 
middle  with  a  strand  of  fibrous  tissue  attached  to  it. 
Skiagrams  showed  the  bones  of  both  infants'  hands  to 
be  normal. 
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Dr.  Andrews  said  he  had  been  unable  to  find  any 
account  of  similar  bodies.  Supernumerary  digits  were 
common_,  but  such  rudimentary  specimens  as  those  shown, 
having  no  trace  of  a  nail,  if  they  might  be  described  as 
supernumerary  digits,  seemed  to  be  uncommon,  or  at 
any  rate  not  described. 

A  third  specimen,  exactly  like  the  other  two,  had  been 
sent  to  him  by  Dr.  Sargent,  who  had  removed  it  from 
the  thumb  of  an  infant. 

lu  repljing  Dr.  Andrews  asked  Mr.  Targett  if  he  knew  of 
any  book  coutainirig  a  description  of  similar  tumours.  Mr. 
Targett  said  that  he  did  not. 

Mr,  Sherren  said  that  in  the  early  part  of  this  year  he  had 
seen  three  similar  cases.  They  wei-e,  as  far  as  the  naked-eye 
appearances  went,  exactly  similar  to  the  specimens  shown. 
They  were  seen  in  young  children,  and  were  attached  by  narrow 
pedicles.  One  child  had  two  such  structures,  one  attached  to 
the  skin  on  the  ulnar  side  of  each  little  finger.  In  another  case 
the  body  was  attached  in  much  the  same  position,  and  in  the 
third  child  it  was  situated  to  the  inner  side  of  the  great  toe. 
All  the  cases  were  seen  within  a  very  short  time  of  each  other, 
and  he  had  seen  none  before  or  since.  Unfortunately  none  of 
the  specimens  were  examined  microscopically. 


A  CASE  OF  CANCER  OF  THE  CERVIX  ASSOCIATED 
WITH  AN  ADENOMATOUS  GROWTH  IN  THE 
FUNDUS. 

By    C.    Hubert    Roberts,    M.D.,    F.R.C.S.,    M.R.C.P., 

PHYSICIAN   TO   IN-PATIENTS,   SAMARITAN   FREE  HOSPITAL   FOR  WOMKN,   ANU 
PHYSICIAN  TO  OUT-PATIENTS,  QUEEN    CHARLOTTE'S  LYING-IN    HOSPITAL. 

(See  Plate  XX.) 

The  following  case  was  briefly  reported  at  the  last 
meeting  of  the  Obstetrical  Society,  but,  owing  to  a 
suggestion  from  the  senior  secretary.  Dr.  Herbert 
Spencer,  it  is  now  reported  more  fully  in  a  short 
communication. 
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Mrs.  E.  M.  R — ,  aged  38,  married  fourteen  years — one 
child  seven  years  ago,  one  miscarriage  twelve  years  ago, 
— a  patient  of  Dr.  Bloxham's,  of  Batli,  was  sent  to  the 
Samaritan  Hospital,  March  10th,  1900,  for  ulceration 
if  the  cervix  uteri  of  a  malignant  nature,  accompanied 
with  hujuiorrhage  and  foetid  discharge. 

The  history  of  the  present  trouble  was  that  some 
discoloured  discharge  had  been  noticed  about  four  months 
ago,  and  that  it  was  at  times  foul  ;  there  had  never  been 
any  severe  haemorrhage  until  Dr.  Bloxham  first  examined 
hfer,  shortly  before  she  was  admitted  iuto  the  hospital. 
There  had  been  no  pain,  and  the  patieut  appeared  to  be 
in  good  health ;  she  had  attached  little  importance  to 
her  symptoms. 

On  admission  the  general  condition  of  the  patient  was 
very  good,  but  on  local  examination,  which  caused  severe 
bleeding,  the  cervix  was  found  enlarged  and  excavated 
by  a  considerable  mass  of  friable  growth,  evidently 
malignant;  it  occupied  the  canal  of  the  cervix,  and 
appeared  to  extend  upwards  towards  the  body  of  the 
uterus  ;  the  anterior  lip  was  also  somewhat  involved. 
There  was  some  doubt  as  to  uterine  fixity  towards  the 
right  side  of  the  pelvis,  but  on  rectal  examination  no 
involvement  of  the  utero-sacral  ligaments  could  be  made 
uut. 

The  case  appeared  a  very  unsatisfactory  one,  both  as 
regards  operation  and  prognosis,  and  Dr.  Am  and  Eouth, 
who  kindly  saw  the  case  with  me,  reported  unfavourably 
upon  it. 

I  decided  to  examine  the  case  more  carefully  under 
an  anaesthetic,,  and  on  March  12th,  1900,  this  was  done; 
the  uterus  was  then  found  to  be  mobile,  aud  could  be 
drawn  down  almost  to  the  vulval  outlet.  The  limits  of 
the  growth  were  now  much  more  evident,  and  appeared 
confined  to  the  endo-cervix  as  far  as  the  os  internum. 
Dr.  Walter  Tate,  who  kindly  assisted,  agreed  with  me 
that  it  was  just  possible  to  get  the  uterus  away.  I 
separated  the  bladder  anteriorly  after  some   trouble,  as 
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Fig.   I. 


^''^'-   2.  I-,,,.   3. 

Uluslraling  Dr.  Hlbert  Roberts's  specimen  of  Cancer  of  Cervix,  with  Adenomatous 
Growth  in  the  Fundus. 


Bale  ^  Dankhson,  Ltd. 


DESCRIPTION    OF    PLATE    XX, 

Illustrating  Dr.  Hubert  Roberts's  specimen  of  Cancer 
of  the  Cervix  with  Adenomatous  Growth  at  the 
Fundus. 

Fig.  1. — a.  Fundus  uteri. 

&.  Growth  in  fundus  distinct  from  the  growth  which  occu- 
pies  the  cervical  canal. 

c.  Cervix  uteri  much  expanded  by  a  large  mass  of  cancerous 

growth  which  is  breaking  down. 

d.  Mass  of  growth  which  occupies  the  cervix  ;   under  the 

microscope  it   is  a   columnar-celled  carcinoma.     The 

mass  is  fungating  through  the  cervix  below  ;  above  it 

extends  as  far  as  the  os  internum. 

Fig.  2. — The  growth  is  an  atypical  columnar-celled  carcinoma,  and 

large  columns  of  cells  are  everywhere  invading  the  tissue  of  the  cervix. 

There   is  very  active   proliferation   accompanied   by  ha;morrhages   and 

vacuolation. 

Fig.  3. — The  growth  is  a  simple  adenoma  composed  of  tubular  gland- 
like spaces  lined  with  a  single  layer  of  columnar  ejiithelium  containing 
many  goblet-cells.    Mucin  is  seen  in  the  cavities  of  the  glandular  alveoli. 
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tte  shell  of  cervical  tissue  in  front  was  certainly  thin. 
After  opening  Douglases  pouch  the  broad  ligaments  were 
easily  defined,  and  did  not  appear  to  be  involved  ;  they 
were  ligatured  carefully  step  by  step  on  either  side,  and 
eventually  I  easily  anteverted  the  fundus,  ligatured  the 
tubes  and  the  remainder  of  the  broad  ligaments  from 
above  downwards,  and  removed  the  uterus  without  much 
difficulty  ;  there  was  very  little  haemorrhage.  I  closed 
the  vagina  to  some  extent  by  a  stitch  on  either  side, 
uniting  the  anterior  and  posterior  vaginal  flaps,  plugging 
the  central  portion  with  iodoform  gauze.  The  operation 
lasted  forty-five  minutes  ;  there  was  very  little  shock. 
The  patient  subsequently  did  very  well.  She  was  veiy 
sick  for  three  days,  but  the  sickness  ceased  on  the  third 
day,  when  I  removed  the  iodoform  gauze  plug;  possibly 
some  of  the  vomiting  may  be  attributed  to  this,  but  it  is 
not  certain.  The  temperature  never  rose  beyond  lOO'S  , 
and  convalescence  was  rapid.  She  was  discharged  from 
the  hospital  on  March  31st  (nineteen  days  after  the 
operation).  I  have  since  heard  from  Dr.  Bloxham  that 
her  progress  is  satisfactory. 

Pathology. —  On  cutting  into  the  uterus  it  exhibited  the 
characters  seen  in  the  accompanying  drawing  (see  Plate 
XX),  the  whole  cervix  being  filled  with  a  mass  of  f  ungating 
cancerous  growth,  while  the  fundus  was  occupied  by 
another  mass  of  growth  of  an  uncertain  nature,  but  which 
has  since  been  proved  microscopically  to  be  adenomatous. 
The  whole  uterus  has  somewhat  enlarged,  especially  the 
cervical  portion  from  the  os  internum  downwards,  below 
which  the  cervix  is  expanded  to  a  marked  degree  by  the 
cancerous  growth,  which  has  excavated  and  filled  the  entire 
canal  of  the  cervix.  This  has  not  extended  much  into 
the  vagina,  and  the  growth  is  sharply  limited  at  the 
region  of  the  internal  os.  The  cervix  itself  is  severely 
infiltrated,  only  a  thin  shell  of  tissue  being  left  in  some 
places.  The  anterior  lip  is  involved,  but  not  the  vaginal 
wall.  The  parametrium  did  not  appear  to  be  involved 
anteriorly,  as  the  bladder  stripped  o&  very  fairly  easily  ; 
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and  altliougli  the  utero-sacral  and  broad  ligaments  did 
not  feel  thick,  with  such  extensive  disease  of  the  endo- 
cervix  I  fear  the  growth  will  soon  recur. 

The  chief  interest  of  the  specimen  is,  however,  the 
growth  occupying  the  fundus  uteri,  and  which  appears  to 
have  no  connection  with  that  occupying  the  endo-cervix. 
It  consists  of  a  localised  mass  of  soft  somewhat  papillo- 
matous growth  at  the  summit  of  the  cavity  of  the  body 
of  the  uterus  ;  it  is  sessile,  and  does  not  appear  to  infil- 
trate the  walls  of  the  uterus,  but  to  be  entirely  limited 
to  the  endometrium,  the  whole  being  about  the  size  of  a 
hazel  nut.  The  portion  which  extends  into  the  cavity  of 
the  body  of  the  uterus  has  the  character  of  a  soft  warty 
papilloma.  To  the  naked  eye  it  did  not  appear  to  re- 
semble the  growth  in  the  cervix  ;  and  the  specimen  was 
shown  at  the  last  Obstetrical  Society^s  meeting  as  being 
of  interest,  in  that  the  uterus  showed  a  cancer  of  the 
cervix,  while  the  body  of  the  uterus  was  occupied  by  a 
growth  of  uncertain  nature. 

After  the  uterus  had  been  hardened  careful  sections 
were  made  of  the  growth  in  the  cervix,  and  also  of  the 
mass  at  the  fundus. 

I  have  to  thank  Mr,  Corrie  Keep,  my  colleague  at  the 
Samaritan,  for  some  excellent  sections  ;  others  being 
prepared  for  me  by  Dr.  P.  W.  Andrewes,  Lecturer  on 
Pathology  at  St.  Bartholomew's  Hospital.  Dr.  C.  H. 
Cosens  has  prepared  the  excellent  micro-photographs 
which  I  now  show. 

Acting  on  the  suggestion  of  the  President,  Mr.  Alban 
Dorau,  Dr.  Tate  and  Mr.  Targett  have  examined  the 
sections  with  me,  and  we  have  come  to  the  following 
conclusions  : 

(a)  The  groii-th  in  the  cervvr. — This  consists  of  an 
atyjiical  spheroidal-celled  carcinoma,  probably  originating 
ill  the  glandular  elements  of  the  cervix.  The  growth  is 
of  a  very  malignant  type,  and  there  has  been  great  pro- 
liferation and  active  infiltration.  The  individual  cells 
are   massed  together  in  dense  columns  eveiywhere,  and 
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there  is  very  little  intervening  stroma;  there  are  haemor- 
rhages amid  the  growth,  and  the  surface  towards  the 
cavity  of  the  cervical  canal  is  undergoing  degeneration. 
The  walls  of  the  cervix  are  extensively  infiltrated.  No 
glandular  structures  remain,  the  whole  growth  consisting* 
of  atypical  spheroidal  cells  ;  in  places  the  growth  exhibits 
dense  columns  of  cells,  as  are  seen  in  epithelioma  of  the 
cervix,  but  no  cell-nests  can  be  found ;  and  though 
the  growth  is  atypical,  it  is  most  probably  a  columnar- 
celled  carcinoma  of  glandular  origin. 

[h]  The  growth  in  the  fundus. — Sections  show  that 
this  growth  is  an  adenoma,  and  that  it  has  no  con- 
nection with  the  cancerous  gi-owth  occupying  the  cervix. 
It  consists  everywhere  of  pure  columnar  glandular  epi- 
thelium, arranged  in  a  tubular  manner,  exactly  resembling 
a  mucous  polyp  ;  there  is  very  little  stroma.  The  tubules 
are  lined  with  a  definite  glandular  epithelium,  situate  on 
a  basement  membrane.  Many  of  the  cells  are  goblet 
cells,  and  the  lumen  of  many  of  the  tubules  is  filled  with 
mucin.  There  is  no  sign  of  infiltration  where  the  adeno- 
matous growth  joins  the  muscular  wall  of  the  uterus, 
though  careful  serial  sections  were  made  to  determine 
this  point.  We  are,  therefore,  of  the  opinion  that  the 
growth  is  a  simple  adenoma,  and  that  it  has  no  connec- 
tion with  the  growth  in  the  cervix. 

Remarhs. — The  specimen  is  of  some  interest,  as  it  was 
thought  at  first  that  the  growth  at  the  fundus  was  of  a 
malignant  nature  ;  but  it  was  difficult  to  explain  how- 
such  a  separate  mass  of  groAvth  could  exist  apart  from 
direct  extension  from  the  cervix. 

The  growth  in  the  fundus  proved  to  be  adenomatous, 
and  the  interest  of  the  specimen  devolves  on  this  point, 
for  at  present  there  seems  to  be  great  confusion  on  the 
subject  of  adenoma  of  the  uterus,  and  more  especially  on 
the  relation  of  adenoma  nialignum  to  cancer. 

Adenoma  of  the  uterus  may  occur  either  in  the  cervix 
or  the  body  ;  its  simplest  forms  occur  as  erosions  (so 
called)   and  simple   mucous   polypi,   the    latter   occurring 
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either  in  the  cervix  or  the  body ;  text-books  generally 
limit  mucous  polypi  to  the  cervix,  but  the  author  has 
frequeutly  found  them  in  the  body  of  the  uterus  in  asso- 
ciation with  fibroids,  and  even  with  cancer  of  the  cervix, 
as  iu  the  case  now  related. 

Such  adenomata  appear  simple  in  character,  and  gener- 
ally exhibit  definite  glandular  structures,  consisting  of 
tubular  glandular  epithelium,  the  lumen  of  such  cavities 
being  frequently  distended  with  mucin.  Whether  such 
simple  adenomatous  growths  have  any  connection  with 
cancer  is  uncertain,  though  Sir  John  Williams  {*  Cancer 
of  the  Uterus,'  pp.  29  and  72)  I'eports  a  case  where  can- 
cerous changes  commenced  in  a  mucous  polyp,  and 
suggests  that  internal  polypi  in  advanced  age  are  apt  to 
be  malignant,  and  whenever  they  are  removed  they  should 
be  examined  as  to  their  true  character. 

Another  type  of  adenoma  affecting  the  cervix  is  that 
in  which  actual  glandular  invasion  of  the  tissues  of  the 
cervix  takes  place,  and  which  it  is  difficult  to  distinguish 
from  a  true  malignant  process.  Sir  John  Williams 
describes  such  a  case  in  his  work  on  '  Cancer  of  the 
Uterus'  (p.  42).  Dr.  R.  J.  McCann  exhibited  a  similar 
specimen  at  the  Obstetrical  Society  in  January,  1898 
('Trans.  Obstet.  Soc.,'  vol.  xlii,  p.  2).  Dr.  Eden  also 
showed  a  very  similar  specimen,  in  which  the  cervix  was 
deeply  invaded  by  glandular  structures,  though  apparently 
of  a  simple  nature.  Winckel  ('  Lehrb.  der  Frauenk.,' 
1886,  p.  430)  describes  a  similar  condition  as  adeno- 
myxoma  of  the  cervix. 

In  St.  Bartholomew's  Hospital  Museum  is  a  specimen, 
No.  2960  (B),  which  is  apparently  a  cervical  fibroid, 
everywhere  riddled  with  cystic  cavities,  lined  with  a 
definite  columnar  epithelium.  Much  depends  in  such 
cases  on  the  after  history,  and  if  not  actually  malignant, 
such  adenomata  seem  to  be  on  the  borderland  of  that 
condition. 

With  regard  to  adenoma  of  the  body  of  the  uterus, 
great  confusion  exists.     Localised  simple  mucous  polypi 
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are  common ;  other  conditions  are  classed  under  the 
heading  "Endometritis/'  which,  unless  we  define  what 
we  mean,  is  a  term  which  is  most  misleading  (Dr.  Her- 
man, 'Clin.  Journal/  April  15th,  1896,  and  'Diseases  of 
Women,'  p.  458).  The  author  agrees  most  emphatically 
with  Dr.  Herman  that  the  conditions  of  the  endometrium 
associated  with  overgrowth,  which  is  really  adenoma  of 
the  body  of  the  uterus,  must  be  distinguished  from  in- 
flammation and  atrophy  of  the  mucosa. 

Some  conditions  associated  with  overgrowth  of  the 
endometrium  are  purely  adenomatous ;  others  again, 
especially  in  elderly  women,  may  recur,  and  are  ma- 
lignant. 

Dr.  Amand  Routh  ('  Trans.  Obst.  Soc,,'  vol.  xxxix, 
p.  5)  described  a  malignant  papilloma  of  the  body  of  the 
uterus  on  which  Mr.  Targett  reported,  which  invaded 
the  uterine  wall,  showing  the  tendency  which  simple 
adenomata  and  papillomata  have  to  become  malignant 
when  affecting  the  uterus. 

With  regard  to  such  conditions,  a  mere  piece  from 
the  surface  of  such  a  growth,  removed  by  a  curette,  is 
often  misleading;  it  may  appear  to  be  an  "adenoma 
benignum,''  but  implication  of  the  walls  of  the  uterus 
by  glandular  invasion  may  be  going  on,  and  such  groups 
of  gland  elements  invading  muscular  tissue  are  to  be 
looked  on  with  extreme  suspicion.  If  such  evidence 
cannot  be  obtained  by  the  microscope,  clinical  evidence 
is  sometimes  forthcoming,  in  that  the  disease  returns, 
and  it  is  more  than  probable  that  such  groAvths  have 
ceased  to  be  benign,  and  are  essentially  malignant,  and 
at  present  it  seems  extremely  difficult  to  make  any 
definite  distinction  between  adenoma  mali«-nuni  and 
cancer  proper. 


The  President  said  that  it  was  clear  that  two  different  forms 
of  new  growth  had  developed  in  the  same  uterus.  The  tumour 
in  the  body  was  a  pure  adenoma  according  to  its  microscopical 
appearances,  but  to  the  naked  eye  it  looked  malignant.     Much 
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ivmaiued  to  be  learnt  about  the  earliest  stage  of  cancer  of  the 
uterine  body. 

Dr.  A.  H.  N.  Lewers  said  he  had  met  with  a  case  presenting' 
all  the  characters  clinically  of  cancer  of  the  cervix,  in  which  the 
microscopic  examination  merely  showed  large  cavities  lined  by 
a  simple  layer  of  columnar  epithelium.  Supra-vaginal  am- 
putation of  the  cervix  was  performed.  For  a  time  the 
patient  remained  well,  but  about  a  year  after  the  operation 
the  disease  recurred  in  the  scar,  and  before  long  there  was 
a  large  typically  malignant  ulcer  at  the  top  of  the  vagina. 
As  regards  the  cause  why  the  uterus  was  fixed  in  advanced 
cancer,  Di*.  Lewers  believed  the  principal  cause  was  extension 
of  the  malignant  growth  to  the  tissues  in  the  neighbourhood. 
This  seemed  proved  by  cases  where,  as  the  impairment  of 
mol)ility  was  only  slight,  an  attem2:)t  was  made  to  remove  the 
uterus.  In  several  such  cases  the  operation  discovered  infil- 
trated tissue  beyond  the  uterus,  at  the  situation  where  the 
mobility  of  the  uterus  appeared  to  be  checked. 

After  some  remarks  by  Dr.  W.  S.  A.  Griffith  ujion  the  nature 
and  significance  of  peri-uterine  induration  in  cases  of  presum- 
ably operable  uterine  cancer, 

Dr.  Amand  Routh  alluded  to  a  case  of  papilloma  of  the 
body  of  the  uterus  in  which  he  had  curetted  the  uterus  three 
times,  and  had  eventually  removed  the  uterus,  feeling  that,^ 
although  the  microscopical  sections  of  the  scrapings  were 
simple  papillomata,  recurrence  proved  its  malignant  nature. 
On  removal,  papillomatous  processes  were  found  to  have 
invaded  the  uterine  muscle  almost  as  far  as  the  peritoneum. 
He  believed  that  any  definite  growth  developing  in  the  body 
of  the  uterus  was  malignant  in  type  if  it  occurred  after  the 
menopause,  and  should  be  treated  as  such.  He  disagreed  with 
Dr.  Griffith  as  regards  operating  on  cases  of  cancer  of  the  cervix, 
and  prefen-ed  to  leave  cases  alone  if  the  broad  ligament  or  utero- 
sacral  folds  were  involved.  Cervical  epithelioma  did  not,  as 
a  rule,  spread  anteriorly. 

Dr.  Herman  could  not  agree  with  Dr.  Griffith  that  fixation 
of  the  uterus  in  early  cancer  was  often  due  to  adhesions.  Ht^ 
agreed  with  Professor  Sinclair,  of  Manchester,  that  the  usual 
direction  of  extension  of  uterine  cancer  was  into  the  cellular 
tissue  of  the  utero-sacral  ligaments.  The  situation  of  the 
induration  due  to  spread  of  cancer  in  this  direction  was  different 
from  that  of  induration  from  pelvic  peritonitis.  In  some 
doubtful  cases  in  which  he  had  commenced  operation,  but 
found  that  there  was  too  much  extension  of  cancer  laterally 
for  the  operation  to  be  completed,  he  had  opened  Douglas's 
pouch,  and  found  it  free  from  adhesions.  He  had  seen  cases  of 
large  adenomatous  polypoid  growth  in  the  uterus  recurring 
again  and  again  after  removal ;  and   the  macroscopical  signs 
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of  such  growths  Avere  distinctive;  they  were  not  solid,  friable 
tissues,  like  cancer,  but  pulpy,  gelatinous,  translucent  stuff. 
When  such  recurrence  took  place  more  than  once  he  thought 
hysterectomy  indicated. 

Dr.  Heebeet  Spencer  thought  the  rejwrt  of  the  case  a  most 
valuable  one.  It  clearly  showed  the  association  of  a  simple 
adenoma  of  the  body  "with  cancer  of  the  cervix.  He  had  no 
doubt  that  these  adenomata  had  often  been  described  as 
secondary  deposits  of  cancer.  Ruge  and  Veit's  case  ('  Krebs 
der  Gebarmuttor,'  fig.  34)  was,  in  his  opinion,  erroneously  so 
described.  Cases  of  simple  adenoma  of  the  body  had  often 
been  removed  for  cancer.  He  had  met  "with  simple  adenoma 
in  old  "women,  even  recurriug  after  curetting,  and  yet  the 
patient  remaining  "n-ell  and  the  uterus  atrophying  after  as  long 
as  six  years  from  the  second  curetting.  The  diagnosis  bet"ween 
these  cases  and  cancer  "was  often  very  difficult. 

In  reply.  Dr.  Robeets  thanked  the  various  speakers  for  their 
criticisms.  With  regard  to  Dr.  Lewers'  case  of  suspicious 
recurrent  adenoma.  Dr.  Roberts  thought  total  hysterectomy 
"would  have  been  a  better  proceeding  than  supra-vaginal  amputa- 
tion. Dr.  Griffitli  spoke  of  fixation,  and  the  jjossibility  of  adhe- 
sions being  even  a  cause  of  fixity.  Dr.  Roberts  thought  it  was 
impossible,  on  clinical  examination,  to  say  "whether  in  doubt- 
ful cases,  where  an  operation  Avas  undertaken,  such  fixation 
was  inflammatory  or  cancerous,  but  he  regarded  a  case  where 
the  utei'us  "would  not  come  down  on  traction  with  a  volsella 
owing  to  parametric  invasion  as  an  unsuitable  case  both  in  the 
matter  of  operation  and  prognosis. 

Dr.  Roberts  referred  to  Cullen's  work  on  '  Cancer  of  the 
Uterus 'for  many  valuable  pictures  and  sections  of  adenoma 
of  the  uterus.  With  regard  to  adenoma  of  the  body  of  the 
"Uterus,  many  cases  were  of  a  semi-malignant  nature,  and  in  old 
women,  should  this  condition  recur  after  curetting,  vaginal 
hysterectomy  was  the  best  proceeding ;  mere  curettiugs  for 
microscopical  examination  were  often  misleading. 
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FULL-TERM  PREGNANCY  IN  A  RUDIMENTARY 
HORN  OF  UTERUS  ;  MISSED  LABOUR  (FIVE 
MONTHS).  ABDOMINAL  SECTION  AND 
REMOVAL  OF   SAC.     RECOVERY. 

By  J.  H.  Targett,  M.S. 

(See  Plates  XXI  and  XXII.) 

The  patient  was  a  primipara,  aged  29,  who  was  married 
in  May,  1899.  Menstruation  ceased  in  the  third  week  oH 
June,  1899,  and  she  expected  her  confinement  at  the  end 
of  March,  1900. 

In  November,  1899,  she  was  attended  by  a  doctor  for 
pain  in  the  left  iliac  region,  which  readily  yielded  to 
palliative  treatment.  At  the  beginning  of  April,  1900, 
she  had  attacks  of  abdominal  pains,  which  were  forcing 
in  character,  and  she  thought  herself  in  labour,  but 
there  was  no  haemorrhage  from  the  vagina.  In  May, 
1900,  she  had  a  sudden  "flooding"  from  the  vagina, 
but  it  was  not  severe ;  the  heemorrhage  continued  more 
or  less  throughout  the  month,  and  was  at  no  time  pro- 
fuse. The  discharge  was  dark,  and  did  not  contain  clots 
or  membranes.  It  ceased  at  the  end  of  May,  and  from 
that  time  the  patient  noticed  that  the  abdomen  and 
breasts  were  getting  smaller.  Foetal  movements  ceased 
in  April,  at  the  time  when  she  thought  herself  in  labour. 
Throughout  the  pregnancy  the  patient  had  enjoyed  good 
health,  and  had  been  able  to  attend  to  her  household 
duties.  There  was  no  trouble  with  micturition  or  de- 
faecation. 

On  admission. — The  patient  presented  herself  casually 
at  the  hospital,  because  her  friends  told  her  she  must 
have  gone  over  her  time.  She  appeared  in  excellent 
health,  and  had  never  consulted  a  doctor  since  No- 
vember, 1899. 

The  abdomen  was  enlarged  to  about  the  size  of  an 
eight-months'  gestation.  It  was  occupied  by  a  well- 
defined   tumour,   which   was  a  little   more   prominent  on 
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the  right  side,  and  felt  harder  than  the  pregnant  uterus. 
Its  consistency  varied  on  palpation,  but  no  distinct  parts, 
of  a  foetus  could  be  made  out  even  when  relaxed,  and 
there  was  no  fluctuation.  Nothing  was  heard  on  auscul- 
tation. Measurements  showed  that  the  greatest  circum- 
ference of  the  abdomen  was  a  little  below  the  umbilicus, 
and  the  distance  from  the  umbilicus  to  the  anterior  iliac 
spine  was  a  quarter  of  an  inch  greater  on  the  right  side. 
Resonance  in  both  loins  good,  and  it  extended  farther 
forwards  on  the  left  side  to  a  point  well  in  front  of  the 
iliac  spine. 

The  breasts  were  quite  flabby  and  contained  no  secre- 
tion, but  the  secondary  areolae  were  well  developed. 

Vaginal  examination. — Cervix  directed  backwards,  not 
softened  nor  dilated.  It  was  connected  with  a  distinct 
rounded  body,  which  was  pushed  over  to  the  left  side  of 
the  pelvic  cavity  by  the  abdominal  tumour.  The  lower 
rounded  end  of  the  abdominal  tumour  was  felt  through 
the  anterior  and  right  fornices,  but  it  did  not  come  ver}' 
low  down  into  the  pelvis.  The  sound  passed  three 
inches  into  the  smaller  pelvic  tumour,  which  was  con- 
tinuous with  the  vaginal  portion  of  the  cervix,  and 
seemed  therefore  to  be  the  body  of  the  uterus. 

Diagnosis. — As  the  case  was  clearly  one  of  missed 
labour  from  extra-uterine  gestation,  the  chief  point  for 
consideration  was  the  situation  of  the  sac.  I  came  to. 
the  conclusion  that  it  was  in  a  rudimentary  horn  of  the- 
uterus,  because  the  tumour  was  well  defined  and  sur- 
rounded b}^  muscular  tissue  which  gave  rise  to  inter- 
mittent contractions.  Moreover,  the  cervix  was  directly 
connected  with  a  small  body  which  was  quite  distinct 
from  the  main  abdominal  tumour,  and  admitted  the 
sound  like  the  normal  body  of  the  uterus. 

Against  the  gestation  being  intra-ligamentous  was  the 
fact  that  the  tumour  did  not  come  low  down  into  the 
pelvic  cavity,  the  parts  of  the  foetus  could  not  be  felt 
through  the  thick-walled  sac,  and  the  body  of  the  uterus 
was   separate    from    the   sac    and    very    little    enlarged. 
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There  was  uo  history  of  rupture  or  severe  illness^  such 
as  would  be  expected  in  the  course  of  a  tubal  gestation. 
Ahdominal  section  (September  8th,  1900). — A  median 
incision  was  made  from  three  inches  above  to  three  or 
four  inches  below  the  umbilicus.  The  abdominal  wall 
was  very  vascular,  and  was  found  to  be  firmly  adherent 
to  the  gestation  sac.  A  large  area  of  the  front  of  the 
sac  was  exposed  and  then  incised,  liberating  a  small 
quantity  of  liquor  amnii,  which  was  of  a  greenish-brown 
colour.  The  foetus  was  lying  somewhat  transversely 
with  its  right  shoulder  in  front,  the  head  to  the  left,  and 
the  breech  to  the  right,  but  below  the  level  of  the  head. 
The  foetus  was  extracted  by  the  breech,  and  the  cord 
was  so  rotten  that  it  broke  off  at  the  placental  attachment 
on  very  slight  traction.  There  was  very  little  bleeding 
from  the  cut  edge  of  the  sac,  and  none  from  the  ruptured 
cord.  The  placenta  was  firmly  attached  to  the  posterior 
surface  of  the  sac  ;  it  was  yellowish  in  colour,  and  the 
amniotic  surface  was  stained  an  olive  green,  like  the  fluid 
contents  of  the  sac.  Attempts  were  made  to  detach  the 
placenta  and  membranes,  but  it  was  so  firmly  adherent 
that  this  pi'oved  a  very  tedious  step.  Moreover,  I  found 
that  on  pulling  forwards  the  adherent  placenta,  with  u 
view  to  detaching  it,  the  posterior  wall  of  the  sac  came 
forwards  so  freely  that  it  became  practically  certain  the 
sac  was  not  adherent  posteriorly.  Hence  it  was  deter- 
mined to  attempt  the  removal  of  the  entire  sac.  Ad- 
hesions were  cautiously  separated  at  the  upper  end  of 
the  sac  until  the  general  peritoneal  cavity  was  opened. 
Here  the  omentum  was  extensively  blended  with  the  sac, 
and  had  to  be  tied  off  in  sections ;  but  when  this  was 
done  the  hand  could  be  passed  in  behind  the  sac,  the 
back  of  which  was  free  from  adhesions.  A  very  exten- 
sive area  of  the  anterior  abdominal  wall  had  still  to  be 
detached  from  the  sac  before  the  latter  could  be  drawn 
out  of  the  incision.  On  exploring  the  pelvis  a  uterus 
was  felt  on  the  left  side,  and  a  thick  band  of  tissue 
connected  it  with  the  gestation  sac.      Both  sets  of  appen- 
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dages  were  seen,  and  the  diagnosis  of  pregnancy  in  a 
rudimentary  liorn  of  the  uterus  was  confirmed.  The 
pedicle  was  very  broad,  but  not  thick,  except  at  the 
uterine  border,  where  it  included  the  muscular  tissue 
connecting  the  gestation  sac  with  the  left  uterine  body. 
This  pedicle  was  ligatured  in  four  sections  first,  and  then 
tied  by  two  separate  interlocking  ligatures.  The  raw 
surface  of  the  pedicle  was  then  closed  by  a  continuous 
suture  of  the  peritoneal  edges,  as  after  hysterectomy. 
There  was  a  little  oozing  from  the  extensive  abdominal 
adhesions,  but  it  was  stopped  by  pressure  and  small 
ligatures.  The  patient  stood  the  operation  well,  and  the 
pulse  was  good  throughout. 

For  the  first  few  days  after  the  operation  there  was 
much  sickness  and  flatulent  distension,  which  was  even- 
tually relieved  by  repeated  enemata,  and  after  that  the 
convalescence  was  uninterrupted.  The  pulse  and  tem- 
perature were  good  throughout,  and  the  wound  healed 
by  primary  union. 

The  child  was  a  full-term  male  with  no  deformities. 
It  measured  nineteen  inches,  and  weighed  4  lbs.  9  oz. 
The  epidermis  was  peeling,  and  the  surface  was  covered 
with  orange-coloured  vernix.  There  was  no  smell  like 
putrefaction  about  the  child  or  the  placenta.  The  head 
and  abdomen  were  much  shrunken,  the  subcutaneous  fat 
was  orange-coloured,  the  muscles  were  normal,  and  there 
was  no  adipocere.  The  small  weight  of  the  child  was 
probably  due  to  absorption  of  fluids. 

Description  of  specimen. — The  general  features  of  the 
specimen  are  shown  in  the  accompanying  photographs. 
The  gestation  sac,  after  contraction  and  retraction  of  its 
walls,  and  some  shrinking  due  to  preservation  in  formalin, 
measures  7^  inches  by  0  inches  in  its  two  chief  diameters, 
and  about  3^  inches  from  before  backwards.  It  has  a 
somewhat  pyriform  outline,  but  is  much  flattened  antero- 
posteriorly.  The  anterior  and  superior  surfaces  are  thickly 
covered  with  adhesions,  by  which  the  sac  was  united 
to  the  anterior  abdominal    wall   and    the   omentum  ;   the 
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posterior  surface,  however,  is  almost  free  from  adhesions. 
The  wall  of  the  sac  varies  considerably  in  thickness. 
At  the  lower  end  it  measures  one-third  inch  in  thickness ; 
hut  above  the  Avail  is  so  thin  that  it  was  easily  torn  in 
separating  the  adherent  omentum,  and  here  the  muscular 
tissue  in  the  wall  is  reduced  to  a  very  thin  layer.  The 
pedicle  of  the  sac  may  be  described  as  consisting  of 
three  elements — the  right  broad  ligament,  the  right 
round  ligament,  and  the  uterine  pedicle  or  attachment. 

(a)  Eiyitt  hroad  ligament. — The  relations  of  the  dif- 
ferent structures  to  the  gestation  sac  are  indicated  in 
the  photographs.  The  right  Fallopian  tube,  meso- 
salpinx, and  ovary,  are  normal.  The  tube  measures  4.^ 
inches,  and  its  attachment  to  the  gestation  sac  is  2 
inches  from  that  of  the  right  round  ligament,  on  a  higher 
level,  and  to  the  outer  side  of  the  latter.  The  ovary  is 
much  elongated,  and  its  ligament  joins  the  sac  1  inch 
from  the  uterine  pedicle  on  the  posterior  aspect  of  the 
specimen. 

[h]  Right  round  ligament. — This  important  landmark 
is  placed  at  the  exti'eme  lower  limit  of  the  sac,  and 
before  removal  of  the  sac  this  ligament  seemed  much 
more  to  the  outer  side  than  would  have  been  expected. 
There  is  an  interval  of  2^  inches  between  it  and  the  top 
of  the  uterine  pedicle.  The  uterine  vessels  reached  the 
side  of  the  gestation  sac  at  a  point  (indicated  in  the 
photograph)  a  little  above  and  outside  the  attachment  of 
the  round  ligament. 

(c)  Uterine  j^edicle. — By  this  is  meant  the  bond  of 
union  between  the  gestation  sac  and  the  opposite  (left) 
body  of  the  uterus,  and  its  site  is  marked  on  the  photo- 
graph of  the  back  of  the  specimen.  The  cut  surface  of 
this  pedicle  measures  1|  x  1  inch,  and  is  seen  to  consist 
of  dense  muscular  tissue  traversed  by  many  small  vessels. 
The  superficial  fibres  of  the  pedicle  form  a  series  of 
ju'ches  where  they  expand  over  the  lower  segment  of  the 
sac.  There  is  no  trace  of  a  uterine  canal  to  be  found  in 
the  cut  surface  of  this  pedicle. 


DESCRIPTION    OF    PLATE    XXI, 

Illustrating   Mr.  Targett's  specimen  of    Full-term    Preg- 
nancy ill  a  Rudimentary  Horn  of   Uterus. 

Front  Vikw  of  Gestation  Sac. 

s.  Suiiiinit  of  sac. 

c.   I'liiliilii-iil  cord  I'rotnidini;  from  an  incision  in  tlic  sac. 

T.  Rij^Iit  Fallopian  tube. 

(>.   Kiglit  ovary. 

u.   KiLjlit  round  lif;anienl. 

X.  Site  of  riylit  uterine  vessels  wljere  thej  reach  the  wall  of  the  sac. 


Plate  XXI. 
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Illustrating  Mr.  Targeit's  specimen  of  full-term  Pregnancy  in  a 
Kudimentarv  Horn  of  Uterus, 


Bale  ir^   Daiiiehson,  LlJ. 


DESCRIPTION    OF    PLATE    XXII, 

Illustrating   Mr.  Targett's  sptcimen     of   Full-term   Preg- 
iiauc}'  in  a  Pudiujentary  Horn  of  Uterus. 

Back  View  of  Gestation  Sac. 

V.  I'edicle  of  muscular  tissue  connecting  gestation  sac  with  left  body 
of  uterus. 

For  other  letters  see  descri])tiun  of  Plate  XXI. 


Plate  XXII. 


Trans.  Obst.  Soc,  Yol.  XLII. 


Illustrating  Mr.  Targk it's  specimen  of  full-term  Pregnancy  in  a 
Rudimentary  Horn  of  Uterus. 


/>'rt/f  .5-"  Danielsspn,   Ltii. 
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The  President  remarked  that  Mr.  Targett's  specimen  re- 
minded him  of  his  own  case  where  he  removed  a  fibroid  from 
the  undeveloped  cornu  of  a  uterus  unicornis  ('  British  Medical 
Journal,'  vol.  i,  1899,  p.  1389).  He  found  the  round  ligament 
on  the  outer  side,  as  it  must  of  necessity  be  found  in  all  cases 
of  tumour,  hsematometra,  or  pregnancy  in  an  undeveloped  cornu. 
He  noted  in  the  original  report  how  prominent  the  uterine 
artery  was  ;  it  ran  in  the  broad  ligament  from  below  upwards 
into  the  outer  side  of  the  tumour.  He  would  like  to  hear  if 
Mr.  Targett  had  any  difficulty  with  the  uterine  artery  at  his 
operation.  In  a  tubal  gestation  sac  or  tumour  the  trunk  of 
the  uterine  ai-tery  lay  far  from  the  line  of  incision  through  the 
pedicle. 


CARCINOMA  *  OF   THE   BODY   OF  THE   UTERUS. 
Shown  by  J.  H.  Targett,  M.S. 


*  The  author's  surmise  that  the  specimen  was  squamous  epithelioma  of  the 
body  was  not  supported  by  his  further  investigation. 
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ON    SUBCUTANEOUS    SYMPHYSIOTOMY. 
By  G.  Ernest  Herman,  M.B.Lond.,  F.R.C.P.,  F.R.C.S., 

SENIOR   OBSTETBIC    PHTSICIAX   TO   THE   LONBOX    HOSPITAL;  LATE 
•PRESIDENT   OF   THE   SOCIETY. 

(Received  September  17th,  1900.) 

[Ahstract.) 

The  author  points  out  the  advantages  of  the  subcutaneous 
method  of  operation,  viz.  simplicity,  quickness,  small  risk  of 
sepsis,  insignificant  haemorrhage,  absence  of  a  gaping  wound, 
and  of  a  subsequent  scar. 

He  urges  that  if  the  maximum  benefit  from  symphysiotomy 
is  to  be  secured,  it  should  be  done  under  the  most  favourable 
conditions.  It  ought  not  to  be  postponed  until  the  necessity 
for  some  kind  of  operative  delivery  has  been  demonstrated  by 
the  complete  failure  of  the  natural  powers.  The  accoucheur 
should  ascertain  the  size  of  the  pelvis  before  labour,  and  esti- 
mate also  the  size  of  the  child.  If  he  decide  upon  symphysio- 
tomy, it  should  be  done  at  the  most  favourable  time,  that  is, 
immediately  after  full  dilatation  of  the  os  uteri.  The  frequency 
with  which  in  contracted  pelves  the  membranes  rupture 
jirematurely,  will  make  the  dilatation  of  the  cerv'ix  with  Cham- 
petier's  bag  usually  advantageous. 

The  author  points  out  that  the  one  risk  at  present  iuseparable 
from  symphysiotomy  is  that  of  injury  to  the  urethra;  and  that 
this  is  likely  to  happen  in  cases  in  which  an  attempt  is  made  to 
deliver  by  symphysiotomy  a  child  too  large  to  be  delivered  in 
that  way,  and  thus  the  pubic  bones   are  excessively  separated. 
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This  is  to  be  guarded  against  by  carefully  estimating  the  size  of 
the  child  beforehand. 

I  MAKE  this  conamunication  to  the  Society,  because  the 
operation  of  subcutaneous  symphysiotomy  has  not  yet 
been  discussed  by  it,  and  it  is  an  operation  which  ought 
to  be  known  and  appreciated. 

I  first  relate  three  cases. 

Case  1.  Generally  contracted  and  fat  pelvis;  two 
former  pregnancies  ;  in  both  death  of  child  during  delivery  ; 
third  pregnancy  ;  delivery  of  living  child  at  term,  by  sub- 
cutaneous symphysiotomy  ;  recovery.  (Reported  by  Dr.  F. 
T.  Waldron,  Resident  Accoucheur,  and  Mr.  J.  H.  Phil- 
brick,  Clinical  Clerk). — E.  W — ,  aged  28,  was  admitted 
into  the  London  Hospital  under  my  care,  on  January  3rd, 
1899. 

She  was  married  at  19.  Her  first  child  was  born  dead, 
with  its  head  much  deformed.  The  labour  lasted  thirty- 
six  hours  ;  the  head  presented  ;  the  cord  came  down  when 
the  membranes  ruptured,  and  the  doctor  could  not  make 
it  keep  up.  No  instruments  were  used.  This  was  two 
years  ago.  The  second  child  was  born  dead  at  seven 
months'  pregnancy.  Labour  was  not  induced.  Its  pre- 
mature onset  was  attributed  by  the  patient  to  a  fall  on 
the  abdomen  a  month  before.  The  head  presented,  and 
as  in  the  patient's  first  labour,  the  cord  came  down.  No 
other  pregnancy. 

The  patient's  last  menstruation  ceased  in  the  third 
week  of  March  1898. 

The  following  were  her  pelvic  measurements  : 
Anterior  interspinous  .  .  .      9y  inches. 

Intercristal 
Posterior  interspinous 


External  conjugate 
Diagronal 


lOi 

^ 

3f 


The   head  was   presenting,  but  was  not  engaged  in  the 
pelvic  brim,  and  could  not  be  pressed  into  it.      With  two 
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fingers  iu  the  vagina,  the  ilio-pectineal  line  could  easily 
be  followed  all  the  way  round. 

On  January  3rd,  at  9  p.m.,  a  bougie  was  passed  into 
the  uterus  and  left  there. 

On  January  5th  there  had  been  no  labour  pains,  and 
therefore,  at  11  a.m.,  the  bougie  was  removed,  and  a 
sponge-tent  inserted. 

On  January  6th,  there  had  been  but  few  labour  pains, 
and  the  tent  was  tightly  gripped  by  the  os  uteri.  At 
10.45  a.m,  it  was  removed,  and  Champetier  de  Ribes's 
bag  introduced  without  difficulty,  the  membranes  being 
unruptured.  Labour  pains  rapidly  came  on.  At  2.15 
p.m.,  the  bag  was  expelled. 

The  patient  was  with  as  little  delay  as  possible 
anaesthetised.  The  genitals  were  shaved,  and  as  far  as 
possible  sterilised.  A  sharp-pointed  tenotomy  knife, 
having  a  blade  an  inch  long,  and  an  eighth  of  an  inch  in 
diameter,  was  inserted  opposite  the  middle  of  the 
symphysis  pubis.  The  joint  was  easily  penetrated,  and 
divided  by  cutting  first  down,  then  up.  When  the  sec- 
tion was  complete,  the  two  pubic  bones  sprang  about  an 
inch  asunder.  The  membranes  were  then  ruptured,  and 
the  cord  immediately  came  down.  The  axis  traction 
forceps  was  applied  to  the  head,  which  was  lying  with  the 
occiput  behind.  By  pulling  the  head  was  delivered,  with 
the  occiput  still  behind ;  it  did  not  rotate.  The  gap 
between  the  pubic  bones  widened,  to  about  two  inches 
while  the  head  was  passing.  The  placenta  was  expressed 
about  ten  minutes  afterwards.  The  innominate  bones 
wei'e  then  pressed  firmly  together ;  strapping  applied  to 
hold  them  together;  and  over  this  a  binder  of  strong 
unyielding  material  was  tightly  applied. 

The  child  weighed  6  lbs.  7  oz.  The  following 
measurements  of  its  head  were  taken  forty-eight  hours 
after  birth. 

Sub-occipito-frontal      .  .  .      3|  inches. 

Occii)ito-frontal  .  .  .  .      4^        ,, 

Meulo-vertical    .  .  .  .      4j        „ 
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Cervico-vertical .  .  .  .4^  inches. 

Bi- parietal  .  .  .  .      3^        ^^ 

The  lying-in  was  free  from  fever.  The  binder  was 
tightened  daily.  During  the  first  week,  the  patient  com- 
plained of  aching  pains  across  the  pubes,  becoming  sharp 
and  cutting  when  she  coughed. 

On  the  eighth  day  the  patient  complained  that  her 
water  ran  away  without  her  knowing  it. 

The  lochia  ceased  on  the  thirteenth  day. 

On  the  twentieth  day  the  patient  stated  that  she  had 
pain  neither  on  coughing  nor  straining,  nor  at  any  other 
time.  Her  water  escaped  involuntarily  when  she  coughed  ; 
but  excepting  for  this  she  could  retain  it  so  long  that 
the  need  for  micturition  occurred  only  three  or  four 
times  in  the  day. 

On  the  twenty-second  day  even  this  impairment  of 
control  over  the  bladder  had  ceased. 

The  patient  got  up  on  the  thirty-third  day  after  de- 
livery. 

On  Feb.  20th,  the  forty-fifth  day  after  delivery,  it 
was  noticed  that  the  patient  could  stand  without  pain; 
but  could  not,  when  up,  retain  her  urine,  although  she 
could  when  recumbent.  A  soft  catheter  went  easily  into 
the  bladder.  There  was  no  cystitis,  and  no  perceivable 
injury  of  bladder  or  urethra,  except  that  it  was  thought 
by  some  that  the  clitoris,  labia  minora,  and  meatus 
urinarius,  were  lower  down  than  normal,  and  the  sub- 
pubic tissue  more  lax.  But  as  no  measurements  of  the 
position  of  these  structures  had  been  made  before  de- 
livery, it  was  not  possible  to  be  certain  of  this. 

On  Feb.  25th  the  patient  left  the  hospital. 

On  May  4th  she  came  back  again,  complaining  that 
she  still  could  not  properly  retain  her  urine  while  she  was 
up,  although  she  could  retain  it  perfectly  while  in  bed. 
She  was  admitted,  and  I  contemplated  injecting  some 
solution  of  quinine  into  the  cellular  tissue  between  the 
urethra  and  the  symphysis  pubis,  in  imitation  of  the 
practice   proposed  by  Dr.  Inglis  Parsons  for  the  cure  of 
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prolapse.  But  while  the  patient  was  iu  the  hospital, 
although  she  was  up  and  about  all  day,  there  was  no 
want  of  control  over  the  bladder  ;  and  therefore  nothing 
was  done,  and  the  patient  was  discharged  on  May  14th. 

The  patient  came  back  again  in  July,  1900  ;  she  atill 
said  she  could  not  hold  her  water  ;  but  the  passage  of 
a  catheter  showed  the  presence  of  a  fair  quantity  of  urine 
in  the  bladder,  and  nurses  who  were  directed  to  examine 
the  patient's  underclothing  reported  that  it  was  not  wet. 
I  conclude  that  the  bladder  is  a  little  more  irritable  than 
it  was  before  the  operation,  but  that  the  patient  exag- 
gerates when  she  says  that  she  cannot  hold  her  water. 

Case  2.  Flat  rickety  pelvis,  conjvgate  about  two  inchea 
and  three  quarters ;  subcutaneous  symphysiotomy  at  full 
term;  child  living;  perfect  recovery. — In  this  case  the 
operation  was  performed  at  the  patient's  own  home,  a 
working  man's  cottage.  Mrs.  R — ,  aged  31,  of  short 
stature,  deaf,  and  almost  dumb.  She  had  had,  two  years 
ago,  a  child  born  at  six  months  and  a  half  pregnancy, 
which  only  lived  a  fortnight. 

At  the  end  of  her  second  pregnancy  labour  pains 
began  on  September  18th,  1899,  at  8  p.m.  She  sent  for 
Dr.  W.  B.  Dove,  of  Northwood,  where  she  lived.  He 
found  a  flat  rickety  pelvis,  the  diagonal  conjugate  of 
which  measured  three  inches  and  a  quarter  ;  and  asked 
me  to  see  the  patient. 

On  September  lOtli,  at  3.30  p.m.,  I  performed  subcu- 
taneous symphysiotomy,  in  the  same  manner  as  in  the 
last  case,  with  the  assistance  of  Dr.  J.  K.  B.  Dove  and  Dr. 
W.  B.  Dove.  Labour  pains  were  recurring  vigorously. 
The  head  was  above  tlie  brim,  not  pressing  into  the  os  ; 
and  the  cervix  was  hanging  down  into  the  vagina,  having 
been  incompletely  dilated  by  the  bag  of  membranes,  which 
had  ruptured.  With  forceps  a  living  male  child,  weighing 
7^  lbs.,  was  delivered,  the  chief  difficulty  being  the 
stretching  open  of  the  cervix  uteri. 

The  trochanters  were  pressed  together  with  strapping, 
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over  which  a  binder  of  strong  huckaback  towelling  was 
drawn  tight. 

The  patient^s  recovery  was  uninterrupted.  She  was 
in  bed  thirty  days. 

On  Nov.  11th  Dr.  Dove  wrote, — *^^  There  is  no  pain 
either  during  or  after  walking.  She  nurses  the  child  in 
her  arms  for  hours  (and  it  is  now  a  very  large  one)  with- 
out feeling  any  discomfort.  From  the  first  day  she  put 
her  foot  to  the  ground  to  this  she  has  had  no  discomfort 
whatever." 

Case  3.  Generally  contracted  and  fattened  pelvis; 
two  cMldren  horn  dead  and  one  jprematurely ;  fourth 
pregnancy ;  suhcutaneous  symphysiotomy  at  term  ;  living 
child ;  recovery.  (Reported  by  Dr.  Gordon  Wilson, 
Resident  Accoucheur,  and  Mr.  MacDowall,  Clinical 
Clerk.) — S.  K — ,  aged  34,  was  admitted  into  the  London 
Hospital  on  February  12th,  1900. 

She  had  had  three  children  :  the  first  was  delivered 
by  forceps  dead ;  the  second  was  destroyed  during  birth. 
In  her  third  pregnancy  labour  was  induced  at  seven 
months,  on  July  21st,  1898,  by  the  introduction  of  a 
bougie.  Delivei'y  was  natural,  and  the  child  was  born 
alive,  but  only  lived  twelve  hours. 

The  following  were  the  patient's  pelvic  measurements: 
Anterior  interspinous  .  .      8^   inches. 

Intercristal         ....    10§         ,, 
External  conjugate     .  .  .7  ,, 

Diagonal  ,,  .  .  .4  „ 

The  patient  last  menstruated  from  May  10th  to  14th, 
1899.  On  February  12th  her  greatest  girth  was  37^ 
inches  ;  the  measurement  fi'om  the  symphysis  pubis  to 
the  top  of  the  uterus,  over  its  convexity,  14  inches.  The 
head  was  presenting,  but  its  equator  was  above  the 
pelvic  brim,  and  could  not  be  pressed  down  into  it. 

On  the  evening  of  February  12th  a  bougie  was  passed 
into  the  uterus  and  left  there.  On  February  13th,  at 
10.30  a.m.,  the   os  uteri  was  found   to   be  the   size  of  a 
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shilling.  Champetier  de  Ribes's  bag  was  put  in  ;  it  was 
expelled  about  two  o^clock.  The  patient  was  anaesthetised 
with  as  little  delay  as  possible,  and  subcutaneous  sym- 
physiotomy performed  in  the  same  way  as  in  the  two 
former  cases.  When  the  symphysis  had  been  divided, 
the  bones  at  once  diverged  about  an  inch.  The  head 
was  lying  transversely.  The  ordinary  forceps  was  applied j 
and  the  head  easily  delivered,  the  occiput  beiiig  guided 
forwards  by  the  forceps.  Strapping  and  a  binder  were 
applied  as  in  the  former  cases. 

The  childj  a  female,  weighed  7  lbs.  10. ^  oz.,  and  was 
19^  inches  in  length.  The  following  were  the  measure- 
ments of  its  head  taken  shortly  after  delivery  : 

Vertico-mental  .  .  .  .5    inches. 


Occipito-frontal 

Sub-occipito-frontal 

Bi-parietal 

Bi-temporal 

Bi-mastoid 


4f 

H 

'3  8 

3 
3 


The  day  after  delivery  the  patient  complained  of  a 
little  aching  in  the  pelvis. 

There  was  retention  of  urine,  i*equiring  the  catheter, 
during  the  three  weeks  following  delivery. 

On  the  fifth  evening  the  temperature  was  100°,  on  the 
sixth  100*6  ,  on  the  eighth  day  there  was  a  rigor,  and 
the  temperature  rose  to  105°.  Next  day  the  temperature 
was  100  ,  and  herpes  labialis  had  appeared.  The  cause 
of  this  rigor  was  not  discovered.  With  these  exceptions 
the  lying-in  was  free  from  fever. 

The  patient  sat  up  in  bed  at  the  end  of  four  weeks, 
and  got  up  at  the  end  of  five  weeks. 

She  left  the  hospital  well  and  able  to  walk  without 
trouble  on  March  23rd,  thirty-eight  days  after  the 
operation. 

In  four  cases  since  the  one  just  described,  delivery 
has  been  effected  by  symphysiotomy  in  the  London 
Hospital.  In  one  the  operation  was  performed  by  Dr. 
H.  R.  Andrews,  Obstetrical  Registrar,  and  in  the  other 
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three  by  Dr.  R.  C.  B.  Wall,  Resident  Accoucheur.  In 
none  was  there  any  difficulty  in  finding  or  dividing  the 
symphysis  pubis.  All  the  patients  recovered  without 
bad  symptoms,  and  left  the  hospital  able  to  stand  and 
walk,  and  with  full  control  over  the  bladder.  One 
patient  got  up  on  the  twenty-fifth  day,  before  she  had 
received  permission  to  do  so,  and  without  any  resulting 
impairment  of  her  power  of  locomotion. 

In  estimating  the  place  of  symphysiotomy  among  our 
obstetrical  resources,  we  have  to  consider:  (1)  its  advan- 
tages ;    (2)    its  possible  ill  results. 

As  to  the  first  I  have  nothing  novel  to  say.  It  is 
now  established  that  by  symphysiotomy  the  conjugate 
diameter  of  the  pelvis  can  be  enlarged  by  half  an  inch. 
Hence  in  pelves  with  conjugates  from  2^  to  3f  inches 
in  length  it  will  often  be  the  case  that  labour  at  term 
will  be  tedious,  and  dangerous  to  the  life  of  the  child; 
while  by  symphysiotomy  the  birth  of  a  living  child  can 
be  made  easy.  The  limits  I  have  given  are  outside  those 
usually  stated,  but  I  submit  that  they  are  in  accordance 
with  clinical  facts.  A  rule  cannot  be  laid  down  based 
solely  on  the  size  of  the  pelvis,  because  the  difficulty  of 
delivery  depends  on  the  relation  of  the  size  of  the  child 
to  that  of  the  pelvis.  A  pelvis  having  a  conjugate  of 
2^  inches  may,  when  enlarged  by  symphysiotomy,  allow 
a  small  child  to  be  born  living,  while  with  a  very  large 
child  a  pelvis  having  a  conjugate  of  3f  inches  may  need 
■enlargement. 

The  risks  of  ill  results  are  lessened  when  the  opera- 
tion is  performed  subcutaneously  ;  asepsis  is  more 
easily  secured ;  bleeding  is  trifling ;  stitching  is  not 
needed  ;  the  duration  of  the  operation  is  short.  The 
formidable  appearance  of  symphysiotomy  by  the  open 
method,  the  large  wound,  free  bleeding,  many  stitches 
(not  to  mention  the  wiring  of  the  bones  which  some  have 
practised),  the  need  for  careful  preparation  and  skilled 
assistance,  are  features  of  the  operation  which  would 
have    made   most    private    practitioners   avoid   it  if   they 
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could.  By  the  subcutaneous  method  a  tenotomy  knife 
is  the  only  instrument  needed  beyond  the  midwifery 
forceps  and  a  dilating  bag,  and  tlie  duration  of  the 
operation  is  a  minute  or  two.  The  risk  of  sepsis  and  of 
haemorrhage  seems  to  me  not  greater  than  that  attending 
labour  with  contracted  pelvis  treated  iu  other  ways.  The 
abundant  experience  of  Pinard  is  enough  to  show  that 
the  symphysis  unites  firmly  within  a  month. 

It  is,  I  think,  desirable  in  most  cases  to  use  Cham- 
petier  de  Ribes's  bag.  Tlie  membranes  will  often  rup- 
ture early,  and  then  the  head  will  be  prev^ented  by  the 
pelvic  contraction  from  coming  down  into  the  os  to  dilate 
it ;  thus  delivery  will  be  dela^'ed  while  the  os  uteri 
is  being  stretched  open,  first  by  the  forceps,  and  then  by 
the  head.  Dilatation  iu  this  way,  by  a  stretching  force 
applied  during  the  earlier  part  of  the  dilatation  at  two 
points  only,  is  more  likely  to  tear  the  cervix  than  the 
equable  pressure  of  a  water-bag.  If  the  os  has  been 
previously  dilated  to  its  full  size  by  Champetier's  bag,. 
the  head  can  be  delivered  within  a  few  minutes  after  the 
section  of  the  symphysis. 

Examination  of  the  published  records  of  symphysiotomy 
leads  me  to  the  conclusion  that  there  is  but  one  serious 
ill  result  which  we  knoAv  not  how  to  prevent,  viz.  that  of 
injury  to  the  urethra.  Lepage*  relates  a  case  in  which 
there  occurred  a  tear  in  the  vagina  through  the  vestibule 
into  the  wound,  and  during  convalescence  there  was  cys- 
titis and  incontinence  of  urine,  which  was  recovered  from 
after  seven  weeks.  In  another  case  there  was  incon- 
tinence of  urine  from  a  utero-vesical  fistula  ;  this,  how- 
ever, the  reporter  attributes  to  the  use  of  forceps  before 
the  operation,  and  as  it  is  diflEicult  to  understand  how 
symphysiotomy  should  produce  a  utero-vesical  fistula,  I 
think  him  probably  correct. 

Benet  t  says  of  a  patient  that  she  "  has  only  a  little 

*  '  Aiinales  de  Gynecologie,'  1896,  vol.  xlv. 
t   Ibid.,  1893,  vol.  xxxix. 
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incontinence  of  urine,  but  cicatrization  and  consolidation 
are  perfect/' 

Pinard  *  mentions  one  case  in  which  there  was  a  tear 
laying  open  the  bladder,  and  another  in  which  incontin- 
ence of  urine  followed. 

A  fatal  case  published  by  Telliert  is  unique.  The 
pelvis  had  a  diagonal  conjugate  of  4i  inches  (10*75  cm.). 
An  artery  the  size  of  the  radial  was  wounded.  The 
pubic  bones  were  separated  4  inches  (10  cm.),  and  there 
was  a  tear  of  the  urethra  and  base  of  the  bladder  the  size 
of  a  two-franc  piece.  I  cannot  help  inferring  that  this 
case  was  one  unsuited  for  symphysiotomy,  and  that 
the  patient  ought  to  have  been  delivered  by  Ceesarian 
section. 

Miillerheim  published  in  1894  an  excellent  lectui-e  J  on 
symphysiotomy,  in  which  he  has  collected  much  valuable 
information,  and  has  defined  certain  indications  for  sym- 
physiotomy. I  am  not  clear  whether  he  is  expressing 
his  own  views,  or  only  representing  what  he  takes  to  be 
current  opinion.  But  whichever  it  be,  I  differ  from  him  ; 
I  might  almost  say  that  in  my  opinion  he  has  in  the 
passage  I  shall  quote  defined  the  circumstances  in  which 
symphysiotomy  ought  not  to  be  performed  : 

"  In  many  quarters  the  operation  is  done  simpl}' 
because  labour  has  lasted  long,  without  regard  to  whether 
the  child  is  living-  or  not,  without  judgment  whether 
indications  for  terminating  the  labour  are  present  or 
not  !  In  primipart^  we  should  first  wait  to  see  whether 
the  strength  of  the  pains  and  the  moulding  of  the  foetal 
skull,  by  flattening  and  over-ridiiig  of  the  bones,  can 
overcome  the  disproportion  between  the  maternal  pelvis 
and  the  fcetal  head.  In  rightly-exercised  patience  lies 
great  obstetric  skill.  If  an  indication  arises  for  the 
termination  of  labour,  the  head  being  moveable,  the  first 
thing  should  be  an  attempt   to    draw    the   head  into  the 

*  Ibiel.,  1897,  vol.  xlvil. 

t  Ibid.,  1893,  vol.  xxxix. 

t  Volkmann's  'Samnilung,'  No.  91.  ISOl. 
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pelvic  brim  with  Tarnier's  forceps.  If  careful  attempts 
fail,  then  perfoi*ation  may  be  mentioned.  If  the  mother 
and  her  family  reject  the  sacrifice  of  the  child,  then  sym- 
physiotomy steps  in.  But  there  must  be  a  limitation. 
Symphysiotomy  should  never  be  done  in  a  first  labour.  A 
first  labour  is  a  trial  labour.  Our  methods  of  pelvimetry 
cannot  yet  be  regarded  as  exact.  Even  if  ability  in  this 
department  can  be  trusted  to,  we  ai-e  not  able  with  cer- 
tainty to  measure  from  without  the  size  of  the  foetal 
head.  Nor  can  the  strength  of  the  pains  be  measured.  A 
woman  who  has  already  been  long  in  labour  and  is 
exhausted,  gets  all  her  strength  back  after  a  short 
refreshing  sleep,  and  spontaneously  expels  the  child,  to 
the  astonishment  of  the  doctor.  Cases  are  not  quite 
rare  in  which  even  experienced  accoucheurs  have  pre- 
pared for  Caesarian  section,  but  the  woman  has  expelled 
her  child  without  help  before  the  preparations  for  the 
operation  were  completed.  But  if  in  the  patient  the  dis- 
proportion between  the  pelvis  and  the  foetal  head  has 
been  shown  in  one  or  more  labours,  if  the  muscle  of  the 
uterus  has  once  shown  itself  to  be  insufficient  to  overcome 
the  hindrance  to  delivery,  then  we  can  assume  with  the 
greatest  certainty  and  correctness  that  spontaneous 
delivery  cannot  take  place.  Added  to  this  is  the  fact 
that  with  increasing  number  of  pregnancies  the  size  of 
the  foetal  head  increases.'' 

I  think  (in  opposition  to  the  foregoing  quotation)  that 
to  get  the  best  results  from  symphysiotomy,  the  necessity 
for  it  should  be  found  out  early  in  labour,  or  still  better, 
during  pregnancy ;  and  the  operation  done  before  the 
patient  is  exhausted,  and  her  soft  parts  damaged  by 
protracted  labour  and  futile  attempts  at  delivery.  I 
cannot  understand  a  competent  person  examining  the 
abdomen  of  a  pregnant  woman  and  failing  to  discover 
the  need  for  Cassarian  section. 

Although  the  size  of  the  pelvis,  and  the  size  of  the 
child,  and  their  relation  to  one  another,  can  only  be 
measured   approximately,   yet  I   think    that   a   person    of 
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ordinary  skill  and  intelligence  can  form  an  approximate 
judgment  as  to  the  relative  size  of  the  pelvis  and  child 
which  is  a  far  better  guide  to  the  probable  ease  or 
difficulty  of  delivery  than  any  history  of  the  course  of 
past  labours.  The  only  history  of  a  labour  that  is  of 
real  value^  is  that  of  one  watched  throughout  by  a 
trained  observer,  who  after  delivery  measured  both  pelvis 
and  child.  The  facts  known  about  such  a  labour  only 
inform  us  as  to  the  pelvis  ;  they  cannot  enable  us  to 
predict  the  size  of  a  future  child.  The  duration  of 
labour  is  affected  by  so  many  conditions,  that  I  regard  a 
statement  that  a  former  labour  was  long  as  not  in  itself 
useful,  but  only  a  hint  to  investigate. 

I  differ  also  from  Miillerheim  in  that  I  think  sym- 
physiotomy, under  proper  conditions,  is  preferable  to 
craniotomy,  and  therefore  ought  not  to  be  limited  to 
cases  in  which  the  mother  declines  craniotomy. 

I  shall  now  try  to  define  the  conditions  under  which  I 
think  symphysiotomy  ought  to  be  done. 

When  a  patient  engages  a  doctor  to  attend  her  in 
childbirth,  he  ought  to  ask  her  to  let  him  examine  the 
abdomen  and  pelvis  not  later  than  the  seventh  month  of 
pregnancy,  in  order  that  the  existence  of  pelvic  contrac- 
tion, or  any  other  abnormal  condition,  may  be  early  found 
out.  If  the  patient  is  a  dwarf,  or  deformed,  he  ought  to 
advise  examination  as  early  as  possible. 

At  this  examination,  the  medical  attendant  should 
ascertain;  (1)  the  size  of  the  pelvis;  (2)  the  size  of  the 
child ;  (3)  the  relative  size  of  the  child  and  the  pelvis. 

(1)  I  need  not  describe  here  the  methods  of  pelvimetry. 

(2)  The  size  of  the  child  can  in  most  cases  be 
estimated  closely  enough  for  practical  purposes  by 
measuring  the  abdomen.  As  Miillerheim  seems  to  think 
this  impracticable,  I  shall  describe  how  it  may  be  done. 
The  greatest  girth  of  the  abdomen  in  women  at  the 
full  term  of  pregnancy  is  usually  under  a  yard.  The 
measurement  along  the  convexity  of  the  uterus,  from  the 
symphysis  pubis  to  the  top  of  the  fundus  uteri,  is  usually 
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13  inches.  If  the  patient's  measurements  exceed  not 
this,  we  may  safely  assume  that  the  child  is  not  of 
excessive  size ;  at  seven  months'  pregnancy  they  ought 
to  be  less.  If  the  measurements  exceed  those  given,  the 
excess  may  be  due  :  (a)  to  the  child  being  very  large ; 
(b)  to  fat;  (c)  to  excess  of  liquor  amnii ;  {d)  to  tumour; 
(e)  to  twins. 

(h)  It  is  not  common  for  women  at  the  child-bearing 
age,  and  especially  those  pregnant  for  the  first  time,  to 
be  very  fat,  and  it  is  not  difficult  to  tell  whether  a 
patient  is  fat  or  thin  ;  (c)  excess  of  liquor  amnii  will 
make  the  child  easily  moveable,  ballottement  will  be 
•easily  obtained,  and  there  may  be  enough  to  cause  fluc- 
tuation. I  need  not  discuss  the  diagnosis  of  (d)  abdominal 
tumours,  nor  of  (e)  twins.  I  have  mentioned  these 
things  in  elucidation  of  the  main  point  that  I  wish  to 
urge — one  which  I  think  is  not  adequately  stated  in  text- 
books or  remembered  in  practice, — viz.  that  it  is  in  most 
•cases  easy  to  estimate  the  size  of  the  child  before  labour 
comes  on. 

(3)  Having  formed  a  judgment  as  to  the  size  of  the 
pelvis  and  that  of  the  child,  the  next  thing  is  to  estimate 
the  relative  size  of  pelvis  and  child.  If  the  head  pre- 
sents, this  can  be  done  by  putting  the  hands  on  the  abdo- 
men, just  above  the  equator  of  the  head,  and  pressing 
the  head  down  into  the  pelvis.  With  a  child  of  average 
size  and  a  noi  uial  pelvis  the  head  can  easily  be  pressed 
<]own  into  the  pelvis.  If  it  cannot  be  pressed  down 
into  the  pelvis,  but  the  equator  remains  above  the  briui, 
there  Avill  be  difficulty. 

If  the  child  presents  not  with  the  head,  the  estimation 
of  the  relative  size  of  child  and  pelvis  cannot  be  made. 
We  must  then  rely  upon  the  measurement  of  the  girth, 
and  the  length  of  the  uterus. 

I  think  the  relative  size  of  child  and  pelvis  should  be 
ascertained  thus  in  every  pregnancy,  Avhether  the  pelvis 
be  contracted  or  not ;  and  that  the  minimum  maternal 
and   infantile  mortality  in  childbed  will  not  be  attained 
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until  this  is  systematically  done.  But  I  leave  tliis  point, 
and  come  to  consider  tlie  application  of  tliese  methods  to 
contracted  pelvis. 

I  take  first  the  case  in  which  the  patient  has  gone  to 
full  term  without  being  examined  during  pregnancy. 
It  is  found  that  the  foetal  head  cannot  be  pressed  into 
the  pelvis,  that  its  equator  is  above  the  brim.  The  con- 
jugate can  be  enlarged  by  symphysiotomy  by  half  an 
inch.  If  then  the  diameter  of  the  head  opposed  to  the 
conjugate  exceeds  it  by  less  than  half  an  inch,  it  can  be 
delivered  by  symphysiotom3\  If  it  exceeds  it  by  more 
than  this,  symphysiotomy  will  be  useless  ;  either  delivery 
will  be  impossible,  or  it  will  only  be  possible  by  excessive 
separation  of  the  bones,  leading  to  injury  to  the  sacro- 
iliac joint,  and  to  the  urethra,  and  posisibly  bladder.  If 
the  disproportion  between  the  pelvic  brim  and  the  foetal 
head  is  only  trifling,  delivery  can  probably  be  effected  by 
turning  in  a  flat  pelvis,  or  by  forceps  in  a  small  round 
pelvis.  The  aim  of  the  accoucheur  should  be  to  find  out 
as  early  as  possible  the  existence  of  disproportion  too 
great  to  allow  of  delivery  by  forceps  or  version.  There 
may  be  cases  in  which  the  accoucheur  is  doubtful  whether 
or  not  delivery  by  forceps  or  version  is  possible  ;  and  in 
such  cases  it  may  be  proper  to  test  the  question  by  a  brief 
trial  of  these  means. 

If  the  head  cannot  descend  easily  into  the  brim,  the 
membranes  will  probably  rupture  early,  and  the  liquor 
amnii  escape.  It  seems  to  me  good  practice  to  prevent 
this  by  dilating  the  cervix  with  Champetier's  bag.  This 
not  only  dilates  the  cervix,  but  pi'e vents  the  escape  of 
liquor  amnii,  and  so  protects  the  child  from  pressure. 

If  the  patient  with  contracted  pelvis  be  examined 
during  pregnancy,  there  will  come  a  time,  before  she 
approaches  full  term,  when  the  head  can  only  be  pressed 
into  the  brim  with  difficulty.  At  this  time  the  choice 
lies  between  the  induction  of  premature  labour  and  sym- 
physiotomy. The  former  gives  the  patient  an  easy  labour 
but  a  small  child,  whose  prospect  of  survival  is  less  than 
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that  of  a  cLild  born  at  term.  Symphysiotomy  gives  the 
mother  a  full-sized  child,  with  the  small  risk  of  impair- 
ment of  control  over  the  bladder.  I  know  not  that  the 
question  has  ever  been  raised  in  a  court  of  justice  how 
far  the  medical  attendant  is  justified  in  deciding  this 
question  without  regard  to  the  wishes  of  the  parents  ; 
but,  whatever  may  be  the  case  in  other  countries,  I  think 
that  in  England  the  law  would  hold  that  the  parents 
should  have  a  voice  in  the  matter.  If  the  mother  thinks 
an  easy  labour  more  important  than  a  strong  child,  labour 
should  be  induced.  If,  in  order  that  the  child  may 
have  the  best  chance  of  survival,  she  is  willing  to  submit 
to  symphysiotomy,  the  abdomen  should  be  examined  at 
fortnightly  intervals,  and  if  before  term  the  child's  head 
is  so  large  in  relation  to  the  pelvis  that  it  is  doubtful 
whether,  if  it  grow  larger,  it  can  be  delivered  by  sym- 
physiotomy, labour  should  be  induced. 

But  whether  at  or  before  term,  the  essential  point  that 
1  wish  to  urge  in  this  communication  is,  that  if  the  best 
results  are  to  be  got  from  symphysiotomy,  the  accoucheur 
ought  not  to  wait  until  the  impossibility  of  delivery  by 
the  natural  powers  has  been  demonstrated  by  protracted 
ineffectual  labour  ;  but  he  ought  by  estimation  of  the 
relative  size  of  child  and  pelvis  to  form  a  judgment  as  to 
the  necessity  of  the  operation  before  labour  begins,  and 
do  the  operation  as  soon  as  the  os  uteri  is  fully  dilated, 
before  the  soft  parts  have  been  bruised  and  the  uterus 
exhausted. 

The  objection  may  be  raised  that  measurement  being 
only  approximate,  action  upon  the  principle  I  have  stated 
will  lead  to  symphysiotomy  being  performed  in  some 
cases  in  which,  had  they  been  left  to  Nature,  delivery 
would  have  taken  place.  I  grant  that  this  may  be  so. 
But  be  it  remembered  that  in  such  cases  the  necessary 
separation  of  the  bones  will  be  small,  and  therefore  the 
risk  of  injury  to  the  urethra  almost  non-existent;  and 
that  conduct  of  labour  on  the  principles  formulated  by 
Miillerheim   entails   the    ill   consequences   of    protracted 
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labour  on  every  patient.  It  seems  to  me  that,  balancing* 
the  ill  results  of  unnecessary  symphysiotomy  upon  a  feu- 
patients  against  those  of  protracted  ineffectual  labour  in 
a  great  many  patients,  the  latter  weigh  down  the  scale. 

Dr.  Leweks  said  he  had  seen  some  of  the  operations 
described  in  the  paper,  and  he  regarded  subcutaneous  symphy- 
siotomy as  a  great  improvement  on  the  method  involving  a 
large  open  wound.  It  was  not  applicable,  however,  in  all  cases. 
In  his  own  case  of  symphysiotomy,  for  instance,  there  was  a 
sort  of  "bite  "  or  dovetail  at  the  middle  of  the  joint,  and  a  saw 
had  to  be  used  before  the  joint- surfaces  could  be  separated. 
His  case  had  incontinence  of  urine  for  some  weeks  after  the 
operation,  but  ultimately  recovered  complete  control  in  this 
respect,  and  micturition  was  now  quite  normal. 

Dr.  Herbert  Spencer  thought  the  subcutaneous  method 
recommended  by  the  author  had  advantages  over  the  open 
method,  but  it  was  to  be  remembered  that  many  cases  of  severe 
haemorrhage  from  division  of  large  vessels  had  been  recorded, 
and  this  had  led  some  authorities  to  advocate  the  open  method 
and  packing  the  wound  with  iodoform  gauze.  Wounds  in  the 
vagina  were  also  very  apt  to  occur,  and  if  these  communicated 
with  extensive  effusions  about  the  pubes,  the  danger  of  sepsis 
would  scarcely  be  diminished  by  the  subcutaneous  method  of 
dividing  the  joint. 

In  reply  Dr.  Herman  said  he  was  much  interested  in  the 
method  of  ascertaining  the  relative  size  of  pelvis  and  child 
described  by  Dr.  Griffith,  and  hoped  to  test  it  in  practice.  He 
had  included  lacerations  of  the  vagina  in  the  injuries  of  the 
urethra  of  which  he  had  spoken  ;  for  lacerations  of  the  urethra 
usually  affected  the  vagina  also,  and  a  laceration  of  the  vagina 
so  slight  as  not  to  reach  the  urethra  was  not  important. 


VOL.  XLII.  22 


NOVEMBER  7th,  1900. 

Alban  Doean,  F.R.C.S.,  President,  in  the   Chair. 

Present — 35  Fellows  and  3  Visitors. 

Books  were  presented  by  the  Cxuy's  Hospital  Staff  and 
Dr.  Frommel. 

Horatio    White    Abbott,    L.R.C.P.,    was    admitted    a 
Fellow. 

The  following  gentleman  was  proposed  for  election  : — 
James  Sherren,  L.R.C.P.Lond.,  M.R.C.S.Eng. 


A  NOTE  ON  A  CASE  OF  FIBRO-MYOMA  OF  THE 
UTERUS  IN  A  PATIENT  AGED  TWENTY-THREE, 
WITH  REMARKS  ON  ENUCLEATION  AND 
MYOMECTOMY. 

By  Aethur  Giles,  M.D.,  B.Sc,  M.R.C.P.,  F.R.C.S.Ed., 

ASSISTANT   SUEGEON,   CHELSEA   HOSPITAL    FOB  WOMEN  ;    GYN^COLOGISX   TO 
THE   TOTTENHAM    HOSPITAL. 

Two  years  ago  Dr.  Herbert  Spencer  contributed  to  this 
Society  an  important  paper  *  on  the  occurrence  of  fibro- 
myoma  of  the  uterus  in  women  under  twenty-five  years 
of  age  ;  he  collected  some  forty  cases  previously  recorded. 

*  '  Obstet.  Soc.  Trans.,'  vol.  xl,  for  189S. 
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and  gave  an  account  of  two  cases  in  his  own  practice. 
The  rarity  of  these  tumours  under  the  age  of  twenty-five, 
as  demonstrated  by  Dr.  Spencer,  induces  me  to  report 
the  present  case. 

Last  August  I  saw,  with  Dr.  1^.  R.  Dodwell,  of 
Battersea,  a  young  lady,  aged  twenty-three,  and  unmarried, 
who  had  lost  a  great  quantity  of  blood.  Menstruation 
began  at  the  age  of  thirteen,  and  was  at  first  moderate  in 
quantity  and  of  regular  rhythm.  For  the  last  two  years 
the  quantity  had  been  increasing,  and  in  May  of  this 
year  metrorrhagia  supervened.  During  the  three  months 
prior  to  my  seeing  her  she  had,  on  Dr.  Dodwell's  testi- 
mony, lost  an  alarming  quantity  of  blood,  haemorrhage 
occurring  daily,  and  being  accompanied  by  clots.  For 
several  weeks  she  had  been  kept  in  bed.  She  presented 
an  appearance  of  the  profoundest  anasmia,  the  lips  and 
conjunctivEe  being  quite  colourless.  On  examination  of 
the  abdomen  a  hard  mass  was  felt,  reaching  halfway 
between  the  pubes  and  umbilicus.  Bi-manual  examina- 
tion shoAved  that  the  tumour  was  situated  in  the  uterine 
fundus,  which  presented  a  globular  enlargement  of  the 
size  of  a  cocoa-nut,  and  which  was  acutely  anteflexed  on 
the  cervix.  The  latter  was  drawn  up  high  posteriorly. 
The  patient  had  suffered  no  pain,  nor  did  she  present  any 
symptoms  of  bladder  disturbance  ;  the  bowels,  however, 
were  usually  rather  constipated. 

An  intra-uterine  myoma  was  diagnosed,  and  I  decided 
to  attempt  its  removal  through  the  vagina,  both  as  a  con- 
servative measure,  and  in  order  to  avoid,  if  possible,  per- 
forming an  abdominal  section  on  so  exsanguined  a  patient. 
The  parents  consented,  however,  to  the  performance  of 
any  operation  that  might  be  deemed  necessary. 

Four  days  later  she  was  anaesthetised  by  Dr.  Dodwell, 
and  with  the  assistance  of  Dr.  C.  J.  I\rartin,  I  proceeded 
to  dilate  the  cervical  canal.  When  this  had  been  fully 
done  I  could  only  just  touch  the  myoma  with  the  tip  of 
the  finger,  because  it  was  so  high  in  the  pelvis.  I  then 
stripped   the  bladder  from    the   anterior   surface   of  the 
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uterus,  and  divided  the  latter  in  the  anterior  median  line 
for  a  distance  of  two  inches.  The  myoma  still  remained 
almost  inaccessible,  and  as  I  was  afraid  to  subject  the 
patient  to  such  a  prolonged  operation  as  morcellement 
must  have  been  under  the  circumstances,  I  abandoned  the 
vaginal  route,  after  introducing  a  strip  of  iodoform  gauze 
through  the  cervix  uteri.  The  abdomen  was  then  opened, 
and  an  incision  four  inches  long  was  made  in  the  anterior 
wall  of  the  uterus,  opening  up  the  uterine  cavity  and  ex- 
posing the  tumour.  While  Dr.  Martin  controlled  haemor- 
rhage by  holding  the  cervix  between  his  fingers,  the 
tumour  was  rapidly  shelled  out.  There  was  practically 
no  haemorrhage,  but  at  this  stage  Dr.  Dodwell  remarked 
that  the  pulse  could  no  longer  be  felt  in  the  wrist.  A 
pad  was  stuffed  into  the  uterine  cavity  and  the  organ 
firmly  grasped,  while  the  patient's  head  was  lowered  and 
the  legs  raised.  She  rallied,  and  gave  us  no  further 
anxiety  during  the  operation.  The  uterine  incision  was 
closed  with  interrupted  silk  sutures  in  the  same  manner 
as  for  a  Csesarean  section ;  the  abdominal  wall  was 
sutured,  and  the  patient  was  put  back  to  bed.  The  com- 
bined operation  had  lasted  forty-five  minutes. 

The  convalescence  was  as  satisfactory  as  the  enfeebled 
state  of  the  patient  warranted  us  to  expect.  For  a  week 
after  operation  she  had  a  temperature  ranging  from  99° 
to  102  ,  which  I  attributed  to  disintegration  of  tissue  iu 
the  capsule  of  the  tumour.  There  was  a  good  deal  of  sero- 
sanguineous  vaginal  discharge  at  first,  but  the  previous 
dilatation  of  the  cervix  afforded  excellent  drainage, 
and  no  doubt  contributed  to  the  favourable  issue  of  the 
case.  I  was  at  first  inclined  to  regret  the  time  occupied 
in  the  vaginal  stage  of  the  operation,  and  wished  I  had 
proceeded  at  once  to  open  the  abdomen ;  but  I  felt  satis- 
fied afterwards  that  the  result  might  have  been  less 
favourable  if  drainage  had  not  been  so  free.  Two  months 
after  operation  I  saw  the  patient,  who  was  then  very 
well,  and  had  in  large  measure  recovered  from  her 
anaemia. 
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The  tumour,  wliicli  is  shown  herewith,  weighs  fourteen 
ounces  ;  it  is  the  size  of  a  fist,  and  presents  the  appear- 
ance of  a  fibro-myoma.  The  diagnosis  is  confirmed  by 
the  microscopic  appearances,  as  will  be  seen  by  reference 
to  the  slides  exhibited.  For  these  I  am  indebted  to  Dr. 
G.  Norman  Meachen,  House  Surgeon  at  the  Tottenham 
Hospital. 

Dr.  Spencer  laid  it  down  in  his  paper  that  every  case 
of  this  kind  that  was  reported  should  include,  firstly,  the 
microscopic  verification  of  the  nature  of  the  tumour  ;  and 
secondly,  the  verification  of  the  patient's  age  by  reference 
to  the  birth  certificate.  The  latter  shows  in  this  case 
that  the  patient  was  born  on  the  lOth  of  August,  1877. 

I  have  searched  carefully  tlirough  the  '  Index  Medicus  ' 
since  the  publication  of  Dr.  Spencer's  paper,  but  have 
been  unable  to  find  a  record  of  any  other  case  of  the 
occurrence  of  a  fibro-myoma  under  the  age  of  twenty-five. 

The  nature  of  the  operation  in  this  case  calls  for  a 
few  remarks.  There  is  no  doubt  that  the  ideal  plan  for 
dealing  with  an  intra-uterine  myoma  is  vaginal  myo- 
mectomy. In  cases  where  the  size  of  the  tumour  or 
some  other  circumstance  renders  this  impossible,  it  would 
appear  that  hj'sterectomy  has  usually  been  done  ;  for  I 
have  been  able  to  find  very  few  cases  recorded  in  which 
the  uterus  has  been  opened  from  the  abdomen,  and  a 
tumour  removed  from  its  interior.  Biaithwaite  "'^  re- 
ported such  a  case  this  year,  and  commented  on  the 
rarity  of  the  operation  ;  a  similar  plan  was  adopted  in 
two  of  the  cases  collected  by  Spencer,  namely,  b}'  Hager, 
and  by  Lomer.  In  a  recent  paper  t  Herman  referred 
to  this  operation  as  being  associated  with  the  name  of 
Professor  Martin,  of  Berlin,  and  called  attention  to  the 
fact  that  the  mortality  from  Martin's  operation  is  higher 
than  that  of  amputation  of  the  body  of  the  uterus.  In 
the  light  of  the  after-history  of  my  case,  I  think  it  pro- 
bable that  the  success  of  the  operation  will  depend  very 

*  '  Brit.  Med.  Joiini.,'  1900,  vol.  1,  p.  251. 
+  '  Practitioner,'  December,  1899. 
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largely  on  having  efficient  drainage  ;  for  there  is  sure  to 
be  a  considerable  dischai'ge  of  debris  and  of  serum  from 
the  bed  of  such  a  tumovir,  and  if  it  has  not  a  free  exit  it 
will  become  pent  up  within  the  uterus,  and  probably 
interfere  disastrously  with  the  healing  of  the  uterine 
incision  ;  whilst,  if  the  latter  gives  or  gapes,  infection 
of  the  peritoneal  cavity  is  likely  to  occur.  Indeed,  the 
conditions  requisite  for  success  find  a  close  parallelism 
in  those  that  obtain  in  the  case  of  CaGsarean  section. 
Granted  that  these  conditions  are  possible,  it  seems  to 
me  that  Martin's  operation  is  not  only  permissible,  but 
preferable  in  dealing  with  a  large  intra-uterine  myoma  in 
a  young  woman  when  the  tumour  cannot  be  removed 
through  the  vagina.  An  even  broader  standpoint  may 
be  taken,  namely,  that  in  all  cases  of  fibroids  in  young 
patients  with  the  possibility  of  maternity  before  them, 
the  uterus  should  be  left  whenever  this  is  possible. 
This  practice  was  largely  adopted  in  the  cases  comprised 
in  Spencer's  list.  On  analysing  that  list  two  striking 
features  come  out ;  first,  the  diversity  of  the  operations 
performed  :  and  secondly,  the  fact  that  hysterectomy  was 
resorted  to  only  six  times.  Of  the  forty-three  cases 
(comprising  Spencer's  two  cases  and  the  present  one), 
in  sixteen  either  no  operation  was  performed,  or  none  is 
mentioned.  In  the  remaining  twenty-seven  the  opera- 
tions were  as  follows  : 

Oophorectomy ,  two  cases — Leopold,  Fehling. 

Vaginal  enucleation,  two  cases — Jordan,  Benicke. 

Vaginal  myomectomy,  two  causes,  (?) — Hofmeier,  Tillaux. 

Vaginal  hysterectomy,  two  cases — Martin,  Spencer. 

Abdominal  hysterectomy ,  four  cases — Wildt,  Wehmer, 
Archer,  Boxall. 

Abdominal  myomectomy ,  three  cases — Archer,  Mansell 
Moullin,  Spencer. 

Abdominal  enucleation,  seven  cases — Eck,  Karstrom, 
Bandl,  Bukowski,  Chrobak,  Brohl. 

Abdominal  myomectomy  for  intra-uterine  tumours  (Mar- 
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tin^s  operation),  three  cases — Hager,  Lomer,  and  the 
present  case. 

In  two  cases,  those  of  Howitz  and  Von  Meyer,  the 
nature  of  the  operation  is  not  specified. 

On  the  question  of  operations  for  uterine  myoma  in 
general,  it  may  be  remarked  that  there  is  a  consensus 
of  opinion  that  vaginal  myomectomy  is  the  operation  of 
election  for  intra-uterine  polypoid  myomata ;  and  that 
abdominal  myomectomy  is  equally  indicated  for  peduncu- 
lated subserous  myomata,  unless  they  are  numerous. 
There  is,  however,  some  divergence  of  opinion  as  to  the 
relative  scope  of  abdominal  hysterectomy,  and  abdominal 
enucleation  in  the  case  of  interstitial  myomata.  My  own 
view,  qualified  by  such  reserve  as  is  dictated  by  a  some- 
what limited  experience,  is  that  enucleation  finds  its 
legitimate  field  in  the  cases  which  I  have  been  con- 
sidering, namely,  myomata  in  young  subjects ;  whilst  in 
older  patients  hysterectomy  is  usually  preferable.  For 
not  only  is  enucleation  a  more  formidable  procedure,  on 
account  of  the  greater  risk  of  haemorrhage  and  the  diflH- 
culty  of  controlling  it,  but  in  addition  it  leaves  behind  a 
mutilated  organ  which,  in  a  woman  over  forty,  is  prac- 
tically useless  for  child-bearing,  and  which  may  be  harm- 
ful as  well  as  useless,  by  becoming  the  seat  of  other 
tumours.  The  brilliant  results  obtained  by  such  an 
operator  as  Alexander  do  not,  I  think,  invalidate  this 
view  ;  for  they  seem  to  nie  more  than  counter-balanced 
by  the  recorded  cases  in  which  enucleation  has  had  to  be 
supplemented  by  a  later  hysterectomy. 

The  President  remarked  that  abdominal  myomectomy  was 
neither  easy  nor  safe,  but  it  was  the  ideal  oijeration  in  those 
rare  cases  where  interstitial  fibroids  occurred  in  girls,  and  could 
not  be  removed  through  the  os  uteri.  It  allowed  of  the  extii'- 
pation  of  the  tumour  without  any  mutilation,  so  that  future 
maternity  remained  possible.  Unfortunately,  only  those  who 
were  deeply  experienced  in  abdominal  surgery  could  perform 
myomectomy  without  considerable  risk. 

Dr.  Herman  did  not  think  that  definite  rules  could  be  laid 
down    for  the   performance    of   myomectomy,  or  comparisons 
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drawn  between  it  and  hysterectomy.  The  safety  of  myomec- 
tomy depended  upon  features  special  to  each  case,  which  could 
not  be  found  out  till  the  abdomen  bad  been  opened.  If,  for 
instance,  a  fibroid  was  attached  by  a  thin  stalk,  myomectomy 
was  simple  ;  if  it  had  a  large  attachment,  myomectomy  was  a 
very  serious  undertaking.  The  operator  must  judge  in  each 
case  according  to  its  special  character's. 

Dr.  Herbert  Spencer  said  that  tbe  operation  described  by 
Dr.  Giles  (opening  up  the  uterine  cavity  from  the  abdomen  for 
the  removal  of  a  submucous  tumour)  had  frequently  been  per- 
formed ;  it  was  generally  known  as  Martin's  operation. 

Dr.  Arthur  Giles,  in  reply,  thanked  the  Fellows  for  their 
kind  reception  of  his  communication.  He  entirely  concurred 
in  the  view  expressed  by  Dr.  Herman,  that  no  one  operation  was 
suitable  for  all  cases  of  myoma ;  his  wish  was  to  call  attention 
to  particular  circumstances  that  rendered  the  removal  of  an 
intra-uterine  tumour  by  abdominal  myomectomy  preferable  to 
hysterectomy,  namely,  the  occurrence  of  a  large  single  myoma 
in  the  uterus  of  a  young  woman,  the  tumour  being  such  as  not 
to  admit  of  removal  through  the  vagina.  In  reply  to  Dr. 
Spencer's  question,  he  believed  that  the  opening  of  the  uterine 
cavity  from  the  abdomen  for  the  removal  of  a  submucous 
tumour  had  not  been  frequently  practised.  The  enucleation  of 
interstitial  tumours,  and  the  removal  of  pedunculated  sub- 
serous growths,  came  under  a  different  category,  and  these 
operations  were  by  no  means  rare. 


FATAL  RUPTURE  OF  AN  ANEURYSM  OF  THE 
SPLENIC  ARTERY  IMMEDIATELY  AFTER 
LABOUR. 

By  J.  D.  S.  Nodes,  M.R.C.S.,  and  Frank   Hinds,  M.D. 
(introduced  by  Dr.  Herbert  Spencer). 

(See  Plate  XXIII.) 

Mrs.  W — _,  aged  33,  was  attended  in  her  sixth  con- 
jBnement  by  a  midwife.  Labour  was  natural,  and  lasted 
six  hours.  The  vertex  presented.  The  placenta  was 
expelled  by  the  next  pain  after  the  birth  of  the  child. 
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leu  minutes  after  the  expnlsiou  of  the  placenta  she 
had  what  the  midwife  calls  a  "  convulsion/'  in  which 
she  threw  her  arms  above  her  head^  became  restless,  and 
struggled  to  get  out  of  bed.  The  face,  at  first  dark, 
became  paler  until  the  patient  died,  about  a  quarter  of 
an  hour  after  the  commencement  of  the  "  convulsion. '* 
She  did  not  complain  of  pain  after  labour,  and  had  never 
complained  of  any  symptoms  of  abdominal  trouble.  There 
was  no  history  of  syphilis  or  of  alcoholism. 

Post-mortem  examination  was  made  by  order  of  the 
coroner. 

The  body  was  well  nourished.  The  peritoneal  cavity 
was  full  of  blood,  mostly  liquid,  but  wnth  much  clotting 
in  the  region  of  the  spleen.  The  uterus  was  contracted. 
The  viscera  were  healthy.  There  were  no  signs  of 
atheroma  in  the  aorta. 

The  spleen  and  pancreas  were  removed  together. 
The  splenic  artery  had  bi'oken  up  into  several  branches, 
and  at  the  point  of  division  was  a  sac  as  large  as  a 
grape,  into  which  a  probe  passed  along  the  artery 
entered.  The  wall  of  the  sac  was  torn  away  from  its 
point  of  union  with  the  surface  of  the  spleen,  and  it  was 
from  this  tear  that  the  haemorrhage  had  taken  place ;  no 
doubt  a  considerable  extent  of  the  tear  was  made  during 
the  removal  of  the  organ  from  the  body. 

For  the  following  description  of  the  specimen,  and  for 
the  excellent  drawing,  we  are  indebted  to  Mr.  T.  W.  P. 
Lawrence,  Curator  of  the  Museum  of  Anatomy  in 
University  College,  London,  where  the  specimen  is 
preserved. 

Note  hy  Mr.  T.  W.  P.  Lawrence. — The  aneurysm  is 
situated  at  the  hilum  of  the  spleen,  where  it  forms  an 
oval  tumour  lying  in  contact  with  the  organ,  and 
measuring  3"5  cm.  by  3  cm.  It  arises  from  the  splenic 
artery  at  the  point  where  the  latter  gives  off  its  first 
branch,  and  partly  also  from  the  branch  itself.  The 
aperture  of  communication  with  the  vessel  measures  about 
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1  cm.  in  length.  At  one  extremity  of  tlie  aneurysm  the 
walls  have  ruptured,  and  the  adjacent  areolar  tissue  of 
the  hilum  was  found  infiltrated  with  blood.  The  inner 
surface  of  the  aneurysm  is  smooth,  and  free  from  adhering 
coagula.  The  splenic  artery  is  in  places  more  rigid  than 
normal,  probably  from  calcareous  deposits  in  its  walls. 

Aneurysm  of  the  splenic  artery  is  rare. 

In  the  Index  Catalogue  of  the  Library  of  the  Surgeon 
GeneraFs  OflSce  of  the  United  States  Army,  the  references 
of  which  extend  from  1880  to  1896,  there  are  nine  cases 
of  aneui'ysm  of  the  splenic  artery  recorded,  in  addition  to 
ten  cases  in  which  the  aorta  was  involved.  We  append 
notes  of  these  cases. 

From  an  examination  of  them,  and  of  the  one  we  report, 
we  find  that  the  ages  of  the  subjects  of  this  lesion  varied 
from  thirty  to  sixty  years,  that  four  of  them  occurred  in 
males,  five  in  females,  and  in  one  the  sex  was  not  stated. 

In  four  cases  the  aneurysm  was  the  direct  cause  of 
death  ;  in  these  cases  the  patients  were  none  of  them  over 
forty  years  of  age.  In  two  of  them  (Cases  1  and  6) 
there  had  been  attacks  of  abdominal  pain  on  previous 
occasions,  and  attacks  of  h^matemesis  and  melaena. 
Death  was  due  in  Case  1  to  rupture  of  the  aneurysm  into 
the  stomach,  and  in  Case  6  to  rupture  into  the  colon. 

In  the  other  two  fatal  cases  (7  and  10)  the  aneurysm 
had  ruptured  into  the  peritoneum,  and  caused  sudden 
death  ;  in  neither  case  had  there  been  any  premonitory 
symptoms,  nor  was  any  disease  of  the  organs  noted, 
beyond  slight  atheroma  of  the  aorta. 

In  the  remaining  five  cases  the  cause  of  death  is  stated 
to  have  been  : — 

In  Case  5,  ''erysipelas,"  where  the  spleen  was 
"  enormous"  and  the  artery  elongated  and  dilated,  with 
diverticula,  and  the  splenic  vein  was  in  the  same  condition. 

In  Case  2,  ''  debility,"  the  aneurysm  was  the  size  of 
a  walnut,  and  calcified. 
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In  Case  4,  "  cancer  of  the  a?sophagus/'  there  were 
small  aneurysms  on  the  splenic  artery  and  its  divisions. 

In  Case  8  the  cause  of  death  is  not  stated ;  there  had 
been  attacks  of  abdominal  pain  for  years,  and  attacks  of 
haematemesis  and  melaena ;  a  dilated  splenic  artery  com- 
municated with  a  dilatation  of  the  splenic  vein. 

In  Case  9  an  unruptured  aneurysm  of  a  branch  of  the 
splenic  artery  projected  into  a  gastric  ulcer. 

From  a  consideration  of  these  cases  it  appears  that 
aneurysm  of  the  splenic  artery  may  occur  Avithout  sym- 
ptoms (Cases  2,  4,  7,  and  10),  and  may  undergo  spon- 
taneous cure  (Case  2),  or  may  suddenly  rupture  (Cases  7 
and  10).  That  where  it  gives  rise  to  symptoms,  these  are 
abdominal  pain,  melaena,  and  haematemesis  (Cases  1,  6, 
and  8),  l)ruit  (Cases  6  and  8),  and  palpable  tumour 
(Case  G). 

Enlarged  spleen  is  only  mentioned  in  one  case,  and 
then  was  probably  due  to  either  the  malaria  or  the  ery- 
sipelas, or  both. 

The  aetiology  of  the  condition  is  quite  obscure  in  most 
of  the  cases,  though  in  some  it  appears  to  have  been 
caused  by  softening  of  the  vessel  walls,  consequent  on 
inflammatory  conditions  in  close  proximity  to  them 
(Cases  4  and  9,  and  ?  5  and  1). 

We  have  thought  it  well  to  put  this  case  on  record, 
because  of  the  rarity  of  the  condition,  and  because  of 
circumstances  under  which  rupture  took  place — /.  r.  im- 
mediately following  an  easy  labour  at  which  a  midwife 
was  taking  charge  of  the  patient. 

Kefeebnces. 

Case  1  {'  Boston  Med.  and  Surg.  Journ./  February, 
1883.) — Female,  aged  40,  had  had  periodic  attacks  of  pain 
in  abdomen  for  years,  and  epistaxis.  After  an  attack 
lasting  three  weeks  went  out,  had  severe  hasmatemesis 
and  pain  in  left  side.  Fatal  hsematemesis  four  days 
later. 
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Post-mortem. — Pleural  effusion,  atheromatous  aorta  ; 
stomachy  liver,  and  omentum  adherent  to  abdominal  wall  ; 
stomach  contained  blood,  and  had  a  perforation  leading 
to  a  sac  made  up  of  spleen,  diaphragm,  liver,  stomach, 
and  pancreas,  into  which  a  dilated  splenic  artery  opened. 

Case  2  (Pathological  Society,  Philadelphia,  February, 
1888). — Female,  aged  60.  Admitted  for  debility  ;  died 
four  days  later.  Slight  aortic  atheroma  ;  two  inches  from 
the  aorta,  on  the  splenic  artery,  was  an  aneurysm  the  size 
of  a  walnut,  which  had  calcified. 

Case  3  ['  Virch.  Archiv,'  Bd.  iv.  Sec.  27,  1886,  by 
Weigert). — Specimen  of  a  woman  aged  49.  There  were 
two  aneurysms  in  the  splenic  artery  ;  the  larger  of  these 
(11  cm.  in  circumference)  had  burst  into  the  splenic  vein. 
The  splenic  vein  was  greatly  dilated,  the  mesenteric 
veins  to  a  less  extent.  Chronic  endophlebitis  of  the 
mesenteric  veins  ;  cellular  tissue  around  them  thickened  ; 
ascites. 

Case  4  (*  Liverpool  Med.-Chir.  Journ.,'  November 
1884,  by  Davidson). — Specimen  from  patient  who  had 
died  of  cancer  of  oesophagus.  On  the  first  division  of 
the  splenic  artery  was  aa  aneurysm  the  size  of  a  beau, 
and  on  the  next  three  divisions  were  smaller  aneurysms. 
There  was  slight  aortic  atheroma.  The  spleen  contained 
infarcts,  and  Davidson  suggests  that  aneurysms  wei'e  due 
to  weakening  of  walls  caused  by  emboli. 

Case  5  (Soc.  Anatomique,  Av.  1892,  by  Beausseuat). — 
Male,  aged  54,  copper  engraver ;  history  of  malaria,  none 
of  syphilis.  Died  from  attack  of  erysipelas  with  abscesses, 
sloughing,  and  diarrhoea. 

Post-mortem. — Spleen  "  enormous,"  splenic  artery  elon- 
gated, and  from  tail  of  pancreas  to  hilum  is  the  seat  of  an 
aneurysmal  dilatation  of  irregular  shape,  and  at  each  end  is 
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a  diverticulum  as  large  as  a  lien's  egg,  Avitli  thin  walls. 
The  splenic  vein  is  also  dilated^  and  lias  diverticula. 

Case  6  ('Montreal  General  Hospital  Reports/  1880, 
by  Drake). — Male,  aged  30,  suffered  from  epigastric  pain 
and  vomiting.  Tumour  felt  deep  in  left  hypochondrium ; 
no  pulsation  ;  bruit  heard  once  ;  occasional  htematemesis 
ant]  bleeding  from  bowel,  wliicli  was  the  cause  of  death. 

Post-mortem. — Tumour  size  of  cocoa-nut,  found  to  be 
aneurysm  of  splenic  artery  with  many  adhesions  and 
laminated  walls.  The  sac  communicated  with  the  colon 
at  the  splenic  flexure. 

Case  7  ('Trans.  Path.  Soc.,'  April,  1885,  by  Charle- 
wood  Turner). — Male,  aged  87;  sudden  death  while  at  work. 

Post-mortem. — Peritoneum  full  of  blood,  organs  healthy. 
On  splenic  artery,  two  inches  from  the  aorta,  Avas  an 
aneurysm  as  large  as  an  orange ;  lower  part  of  aorta 
slightly  atheromatous. 

Cases  ('Trans.  Path.  Soc.,'  May,  1889,  by  Goodhart). 
—  Female,  aged  49,  ten  children,  of  whom  youngest  was 
twelve  years  old.  History  of  attacks  of  abdominal  pain, 
hematemesis  and  melasna ;  bruit  heard  over  splenic  area. 
There  was  ascites. 

Post-viortem. — The  splenic  vein  was  dilated  to  size  of 
a  hen's  egg,  and  communicated  with  a  dilated  splenic 
artery. 

Case  9  (Path.  Soc,  '  Lancet,'  March  21st,  1885,  by 
S.  West). — Male,  aged  56,  drinker,  had  abdominal  pain 
and  haematemesis. 

Post-mortem. — Gastric  ulcer,  into  which  projected  an 
aneurysm  of  a  branch  of  the  splenic  artery.  This 
aneurysm  had  not  ruptured. 
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ON  A  CASE  OF  TUBAL  ABORTION  IN  WHICH 
THE  "MOLE'^  WAS  IN  PROCESS  OF  EX- 
TRUSION   AT    THE    TIME    OF    OPERATION. 

By  J.  Bland-Sutton. 

Tubal  abortion  has  become  a  subject  of  importance. 
When  attention  was  first  drawn  to  the  accident,  many 
observers  regarded  its  occurrence  as  questionable,  or  of 
great  rarity.  Now  the  condition  is  well  recognised,  and 
in  the  practice  of  some  observers  it  is  regarded  as  the 
most  frequent  mode  by  which  tubal  pregnancy  ter- 
minates. Further,  some  of  us  have  on  several  occasions 
determined  that  patients  who  have  come  under  our  care 
with  clear  signs  of  a  gravid  tube,  were  the  subjects  of 
''tubal  abortion,"  and  the  diagnosis  has  been  confirmed 
at  the  operation. 

For  a  time  a  few  competent  critics  were  somewhat 
doubtful  in  regard  to  what  I  have  called  "  complete 
tubal  abortion,"  an  event  in  which  the  mole  is  discharged 
through  the  coelomic  ostium  of  the  tube  into  the  pelvis. 
I  have  recorded,  a  case  of  undoubted  tubal  abortion  in 
which  the  mole  was  found  free  in  the  recto-vaginal  pouch 
('  British  Medical  Journal,'  1896,  vol.  xi,  p.  1308) .  On  two 
occasions,  in  the  course  of  operations  for  internal  bleeding- 
due  to  tubal  pregnancy,  I  have  seen  the  mole  slip  out  of 
the  coelomic  ostium  as  the  tube  was  drawn  into  the 
wound;  but  on  Friday,  September  21st,  1900,  in  dealing 
with  a  case  of  this  kind,  I  succeeded  in  removing  a  gravid 
tube  with  the  mole  in  process  of  extrusion,  and  I  have 
managed  to  preserve  the  parts  with  the  mole  halfway 
through  the  coelomic  ostium. 

The  patient,  a  single  woman,  twenty-three  years  of 
age,  was  sent  to  the  Middlesex  Hospital,  under  my  care, 
by  Dr.  Claude  Taylor,  as  a  case  of  internal  hasmorrhage 
due  to  tubal  pregnancy  ;  and  he  also  supplied  me  with  an 
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account  of  lier  clinical  history.  The  chief  facts  are  these: 
She  had  a  menstrual  flow  in  Februar}',  and  shortly  after 
it  ceased  coitus  took  place;  six  weeks  later  she  had  an 
issue  of  blood  lasting  two  weeks,  and  from  this  period 
until  August  she  had  recurrent  metrorrhagia.  Occa- 
sionally the  flow  of  blood  would  persist  fourteen  days, 
but  in  August  Dr.  Clayton  detected  a  hypogastric  swell- 
ing, and  perceived  its  gravity. 

When  she  came  into  the  hospital  the  woman  was  very 
ill  ;  pulse  120  to  the  minute,  and  the  temperature  stood 
at  101°.  The  skin  was  quite  white,  and  the  mucous 
membrane  of  the  lips  pallid.  An  indefinite  swelling 
could  be  made  out  in  the  hypogastric  region,  and  on 
vaginal  examination  the  uterus  could  not  be  separated 
from  the  mass.  Some  foetid  decomposed  blood  issued 
from  the  uterus.      The  mammae  were  normal. 

Next  day  ether  was  administered,  and  1  found  the 
pelvis  occupied  by  a  large  indefinite  mass  surrounding 
the  uterus ;  this  organ  occupied  its  natural  position,  and 
its  cavity  scarcely  exceeded  the  normal  length.  On 
opening  the  abdomen  a  great  quantity  of  clotted  blood 

Fig.  1. 
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A  gravid  Fallopian  tube  and  ovary.  A  itiole  is  in  process  of  extrusion 
from  the  ccclomic  ostium.  (The  specimen  is  in  the  museum  of 
the  Royal  College  of  Surgeons.) 

was  removed  from  the  pelvis,  and  a  much  larger  quantity 
of  fluid  venous  blood  inundated  the  belly  and  extended 
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as  high  as  the  liver.  The  left  Fallopian  tube,  greatly 
thickened  and  enlarged,  was  removed  with  the  ovary 
and  an  ovoid  mass,  which  could  be  seen  protruding  from 
the  coelomic  ostium  of  the  tube  (fig.  1).  The  right 
Fallopian  tube  and  ovary  were  thickened,  but  otherwise 
normal.  After  carefully  removing  the  liquid  blood,  and 
picking  out  as  much  of  the  clot  as  possible,  the  wound 
was  closed,  and  the  patient  returned  to  bed.  Three 
ounces  of  saline  solution  were  injected  into  the  rectum 
hourly  until  some  thirty  ounces  had  been  administered. 
The  pulse  gradually  slowed  in  the  course  of  a  week  to 
the  normal  rate,  the  temperature  declined  in  the  same 
gradual  way,  and  the  patient  made  an  excellent  recovery. 

The  case  is  interesting  in  several  particulars  apart 
from  the  fact  that  the  mole  was  caught,  so  to  speak,  in 
the  act  of  quitting  the  tube.  I  believe  that  the  blood 
had  been  slowly  trickling  (or  dripping  at  times)  from  the 
tube  for  many  weeks  into  the  pelvis,  and  that  some  of 
the  blood  from  the  tube  found  its  way  through  the 
uterine  orifice  into  the  uterus  and  escaped  by  the  vagina, 
and  especially  after  the  mole  had  plugged  the  coelomic 
ostium. 

The  tempei'ature  stood  for  many  days  at  102° — this  I 
attribute  to  the  absorption  of  the  dead  blood  in  the  belly, 
— and  after  the  operation  the  slow  gradual  lysis  coincided 
with  the  absorption  of  the  fragments  of  clot  which  had 
defied  removal.  On  a  previous  occasion  I  ventured  to 
draw  the  attention  of  the  Society  to  the  fact  that  the 
presence  of  a  large  quantity  of  effused  and  clotted 
(therefore  dead)  blood  is  often  associated  with  an  ele- 
vated temperature.  (See  'Trans.  Obstet.  Soc.,'  vol.  xl, 
p.  9.) 

A  microscopic  examination  of  the  mole  is  instructive. 
Chorion  villi  are  abundant,  but  they  exhibit  the  features 
of  villi  found  in  fragments  of  placenta  which  have  been 
retained  in  the  uterus  many  weeks  after  labour  or  jnis- 
carriage.  This  fact  may  be  used  as  evidence  in  favour 
of  the  view  that  there  had  been  a  slow  trickling  of  blood 
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from  the  tube  into  the  belly   during  many  weeks,  pro- 
bably twelve,  judging  from  the  clinical  facts. 

Lastly,  the  case  is  another  illustration  of  a  truth  which 
has  been  abundantly  illustrated  during  the  last  three 
years.  The  left  Fallopian  tube  may  become  gravid  in 
women  as  the  result  of  early  coitus,  as  well  as  in  those 
who  remain  sterile  for  many  years,  though  living  in  the 
most  favourable  environment. 

Dr.  Peter  Hoekocks  asked  what  was  the  condition  of  the 
uterus.  It  was  obvious  from  the  history  and  from  the  speci- 
men that  the  foetus  had  perished  months  before  the  operation, 
thus  giving  ample  time  for  involution  to  take  place,  and  unless 
there  were  some  cause  for  subinvolution  the  utei'us  ought  to 
have  been  found  practically  normal  in  its  dimensions. 

Dr.  Herman  said  that  our  knowledge  of  tubal  abortion  was 
quite  recent,  and  we  were  indebted  for  most  of  it  to  Mr.  Bland- 
Sutton.  Our  knowledge  of  many  other  events  of  ectopic  ])reg- 
iiancy  was  much  older;  tubal  rupture,  secondary  abdominal 
pregnancy,  suppuration  of  ectopic  pregnancy,  litbopsedion,  etc., 
were  all  well  known  a  hundred  years  ago.  The  reason  was, 
that  these  latter  conditions  were  found  out  by  the  post-mortem 
examination  of  women  who  had  died ;  but  tubal  aboi'tiou  was 
not  found  out  until  the  abdominal  cavity  came  to  be  frequently 
opened  in  living  women ;  then  it  was  found  to  be  common. 
There  was  no  reason  to  suppose  that  women  a  hundred  years 
ago  were  different  from  their  descendants  of  to-day  ;  tubal 
abortion  was  doubtless  as  common  then  as  it  is  now ;  but  as  the 
condition  was  not  discovei'ed  by  post-mortem  examination,  he 
thought  it  was  clear  that  the  patients  must  have  recovered. 
He  approved  Mr.  Bland-Sutton's  practice  in  the  case  related. 
He  agreed  with  him  that  when  there  was  reasonable  ground  for 
thinking  that  tubal  abortion  had  taken  place,  the  proper  course 
was  to  remove  the  diseased  tube.  But  the  ground  for  interfei*- 
<!nce  was  not  to  save  life,  which  in  this  condition  was  in  small 
danger,  but  to  prevent  a  long  illness.  Mr.  Bland-Sutton's 
patient  was  ill  for  months  after  the  date  at  which  the  tubal 
abortion  was  supposed  to  have  occurred.  Had  Mr.  Bland- 
Sutton  had  the  opportunity  of  removing  the  diseased  part  then, 
the  patient  would  have  been  saved  those  months  of  illness. 

Dr.  W.  S.  A.  Griffith  felt  some  doubt  if  Mr.  Bland-Sutton's 
explanation  of  the  pyrexia  following  the  ojjeratiou  was  the 
<;orrect  one.  It  might  more  probably  be  the  result  of  saprae- 
mia  from  the  uterus,  the  discharge  from  which  was  very 
offensive.  Neither  could  he  accept  the  view  that  the  uterine 
haemorrhage   was  the  result   of   blood    retained   in   the   tube 
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escaping  through  the  uterus  ;  the  normal  auatoray  of  the  tube, 
and  all  his  experience  of  the  changes  which  take  place  in  it  in 
hydrosalpinx  and  other  chronic  distensions  of  the  tubes,  made 
it  appear  to  Dr.  Grifl&th  highly  improbable.  The  specimen  was 
the  finest  example  of  partial  extrusion  of  an  ovum  from  the  tube 
he  had  ever  seen. 

Dr.  Amand  Routh  said  that  altbough  he  was  aware  that 
pyrexia  often  accompanied  hsematocele,  he  asked  Mr.  Bland- 
Sutton  whether  the  temperature  which  persisted  for  ten  days 
after  the  operation  was  not  due  to  sapraemia  from  decomposi- 
tion of  the  decidua,  which  had  led  to  the  offensive  discharge. 
He  had  seen  one  such  case,  which  led  at  first  to  a  difficulty  in 
diagnosis,  but  which  was  cleared  up  by  the  formation  of  a 
hsematocele  which  became  encysted  ;  and  as  it  increased  in  size 
it  was  opened,  as  was  his  invariable  habit  in  encysted  cases, 
through  the  vagina.  Diffuse  hsematocele,  of  course,  needed  im- 
mediate abdominal  section. 

The  President  asked  if  Mr.  Bland-Sutton  believed  that  the 
live  ovum  was  frequently  extruded  fi'om  the  tube  and  lived  to 
develop  elsewhere. 

Mr.  Bland-Sutton,  in  reply,  said  he  agreed  with  Dr.  Herman 
that  in  many  cases  of  tubal  abortion  the  amount  of  blood  which 
escaped  into  the  pelvis  was  not  sufficient  to  cause  a  serious 
illness,  and  the  temporary  inconvenience  it  caused  soon  sub- 
sided; the  graver  forms  of  collapse,  due  to  a  large  effusion  of 
blood,  which  needed  and  in  some  instances  demanded  surgical 
interference,  were  exceptional.  The  very  grave  cases  Avhei*e 
internal  bleeding  is  so  profuse  as  to  destroy  life  in  a  few  hours 
do  not  come  to  hospitals,  but  become  the  subjects  of  coroners' 
inquests.  It  occasionally  happens  in  performing  operations  on 
the  pelvis  of  patients  for  chronic  tubal  disease,  to  find  a  hard 
blood-clot  sequestered  in  a  recess  of  the  pelvis,  and  partially 
hidden  by  adhesions.  Some  of  these  hard  clots  in  all  probability 
represent  the  remains  of  a  tubal  aboi'tion  which  has  undergone 
a  natural  cure.  He  was  firmly  of  opinion  that  the  absorption  of 
a  large  quantity  of  deliquescent  blood-clot  effused  into  the 
peritoneal  cavity  caused  an  elevation  of  temperature.  Mr. 
Bland- Sutton  distinctly  stated  that  an  intra-peritoneal  effusion 
of  blood  did  not  cause  peritonitis  ;  the  clot,  however,  might 
become  septic  by  contamination  from  bowel,  bladder,  or  Fal- 
lopian tube. 


31G 


AN    ANOMALOUS    CASE    OF    ECTOPIC    PREG- 
NANCY, PROBABLY   OVARIAN. 

By  E.  OcTAVius  Croft,  M.D.,  Leeds. 

(Received  August  8tli.  1900.) 

(See  Plate  XXIY.) 

{Abst7-act.) 

The  history  and  physical  signs  pointed  to  a  diagnosis  of 
some  form  of  extra-uterine  gestation,  and  the  sac  and  its  con- 
tents found  entire  were  removed  by  abdominal  section.  There 
was  free  bleeding  from  rupture  during  operation,  and  although 
it  was  soon  conti'oUed  by  ligature  of  the  broad  ligament  the 
patient  did  not  rally,  and  died  a  few  days  afterwai'ds. 

The  autopsy  revealed  an  absence  of  peritonitis,  and  the  pelvic 
organs  were  removed  for  further  examination. 

The  sac,  before  rupture,  contained  the  complete  ovum — foetus 
of  about  four  months'  growth,  with  placenta,  membranes,  and 
amniotic  fluid.  There  was  no  blood  or  clot  in  the  sac.  Its 
relations  were  those  of  an  ovarian  tumour  with  short  pedicle. 
The  surface  of  the  cyst  contained  follicles  (?  Graafian),  and  no 
separate  structure  corresponding  to  an  ovary  was  evident  on 
the  same  (right)  side.  The  microscopic  evidence  of  ovarian 
tissue  in  the  wall  was  uncertain. 

The  Fallopian  tube  was  present  and  uninjured,  the  fimbriated 
end  free  and  patent,  and  the  layers  of  the  mesosalpinx  un- 
disturbed. 

The  uterus  was  intact,  and  the  aj^pendages  on  the  opposite 
(left)  side  were  normal. 

The  possibility  of  the  pregnancy  being  ovarian  is  suggested. 
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The  following  case  is,  I  think,  worthy  of  bringing 
before  the  Society,  as  the  specimens  exhibited  present 
unusual  features  which  lead  one  to  suppose  that  the 
gestation  has  probably  been  primarily  ovarian.  The 
patient  unfortunately  did  not  recover,  but  as  an  autopsy 
was  performed,  and  the  pelvic  organs  examined  and 
removed,  further  details  could  be  obtained  not  otherwise 
possible. 

I  am  indebted  to  Mr.  Cecil  Pierson  for  the  original 
notes  from  which  I  make  the  report. 

E.  R. — ,  aged  25,  married,  two  children,  no  abortions. 
Her  first  labour,  severe  and  instrumental,  was  followed  by 
an  attack  of  puerperal  fever.  Menstruation  subsequently 
returned  regularly,  but  there  were  symptoms  of  some 
chronic  uterine  trouble  until  the  second  labour,  about 
sixteen  months  before  admission  to  hospital.  The  labour 
was  easy,  but  lactation  was  prevented  by  the  development 
of  mastitis.  The  lochia  continued  red  for  six  weeks,  then 
ceased  for  three  months,  afterwards  the  catamenia  became 
regular  but  scanty,  with  an  intermenstrual  leucorrhoea, 
until  eleven  weeks  before  admission,  when  the  last  period 
is  stated  to  have  occurred  as  usual.  Two  weeks  after 
this  sudden  severe  colicky  pains  came  on,  accompanied 
with  vomiting.  For  the  next  six  weeks,  there  were 
symptoms  attributed  to  pregnancy  (vomiting,  pain  in 
breasts,  etc.).  Then  followed  another  severe  attack,  the 
pains  being  like  labour  pains,  and  situated  chiefly  on  the 
right  side  of  the  lower  abdomen,  radiating  to  the  back, 
hips,  and  thighs,  and  being  accompanied  with  a  slight 
blood-stained  vaginal  discharge. 

The  attacks  of  pain  and  bleeding  were  repeated  at 
intervals  and,  in  addition,  defascation  and  micturition 
became  difficult  and  painful.  The  passage  of  a  decidual 
membrane  was  not  observed. 

She  was  admitted  into  the  Hospital  for  Women,  at 
I  Leeds,  on  February  4th,  1898. 

General   condition. — Anaemic,  but   otherwise   healthy  ; 
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urine  normal.  Breasts  :  full,  tense,  nipples  prominent ; 
large  veins  visible,  secondary  areola  marked,  no  fluid 
expressed. 

Ahdomen. — No  general  distension.  Over  inner  part  of 
right  iliac  and  hypogastric  regions  there  is  dulness  on 
percussion,  and  on  deep  pressure,  which  is  painful,  a 
tumour  is  felt,  softish,  irregularly  oval,  and  smooth.  The 
swelling  does  not  vary  in  outline  on  repeated  observations. 
No  souflBe  can  be  detected,  nor  any  pulsation. 

Vaginal  examination. — The  uterus  is  displaced  to  the 
left,  the  cervix  approaching  close  to  the  pelvic  wall  on 
that  side.  The  cervix  is  soft,  and  the  os  patulous. 
There  is  resistance,  tenderness,  and  pain  on  pressure  to 
the  right  of  the  uterus. 

Bimanually. — The  uterus  a  little  enlarged  and  its 
mobility  impaired.  To  the  right  of  uterus  and  almost 
in  contact  with  it  a  smooth  rounded  mass  is  felt  of  about 
the  size  of  a  very  large  orange.  It  is  situated  high  up 
in  the  pelvis,  its  under  surface  only  being  felt  with 
difficulty.  The  uterus  is  rather  more  mobile  than  the 
tumour,  and  its  fundus  reaches  a  little  higher  than  the 
summit  of  the  tumour.  At  the  lower  and  outer  part  of 
the  tumour  a  large  pulsating  vessel  can  be  felt.  There 
is  some  pain  and  tenderness  in  the  situation  of  the  left 
appendages. 

Diagnosis. — Some  variety  of  ectopic  gestation  ;  opera- 
tion advised. 

February  10th,  1898. — The  patient  was  put  under 
ether,  and  I  opened  the  abdomen  in  the  middle  line. 
There  was  no  fluid  or  blood  in  the  peritoneum.  To  right 
of  uterus,  a  roundish,  smooth,  fluctuating,  dark  reddish- 
brown  coloured  tumour  was  found,  free  above,  some- 
what fixed  below,  where  a  few  soft  adhesions  were  found 
in  Douglas's  pouch  and  separated.  The  sac  was  tapped 
in  front  to  lessen  its  bulk,  ;ind  two  or  three  ounces  of 
pale  fluid  (liquor  aranii)  escaped,  followed  by  the  cord 
and  limbs  of  the  foetus,  which  was  wholly  extruded.  On 
raising  tlie  sac  from  the  pelvis   it   ruptured  at  its   lower 
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Illustrating  I)r,  E.  O.  Croft's  specimen  of  Ectopic  Pregnancy, 
probably  ovarian. 
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DESCRIPTION    OF    PLATE    XXIV, 

Illustrating  Dr.  E.  0.  Croft's  specimen  of  Ectopic  Preg- 
nancy, probably  Ovarian. 

a.  Upper  opening ;  it  was  originally  the  apes  of  the  cyst  when  in  the 
abdomen. 

h.  Lower  opening. 

c.  Gestation  sac,  probably  ovarian  = 
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part^  and  there  was  profuse  bleeding,  which  was  checked 
by  placing  clamps  on  the  pedicle.  The  latter  was  then 
secured  with  silk  ligatures  and  the  cyst  removed.  Owing 
to  some  further  oozing,  I  packed  and  drained  the  bottom 
of  the  pelvis  with  a  strip  of  iodoform  gauze.  The  patient 
was  much  collapsed  after  the  operation,  and  the  pulse 
remained  very  rapid  until  she  died,  on  February  16tb. 

Post-mortem  examination. — There  was  no  peritonitis  nor 
evidence  of  further  bleeding.  The  pelvic  organs  were 
removed  entire. 

Description  of  specimens. — The  gestation  sac  is  some- 
what oval,  and  measures  (without  foetus  and  liquor  amnii) 
about  6  inches  in  diameter.  It  contains  the  placenta 
and  foetal  membranes,  but  no  blood  or  clot.  The  um- 
bilical cord  and  a  portion  of  the  placenta  protrude  from 
the  upper  opening.  There  is  also  a  ragged  opening  at 
its  lower  part,  this  being  the  site  of  the  bleeding  from 
rupture  during  the  operation.  The  surface  is  generally 
smooth,  but  studded  here  and  there  with  small  cystic 
elevations,  which  on  puncture  are  found  to  contain  clear 
fluid.      The  larger  ones  are  about  the  size  of  a  dried  pea. 

The  Fallopian  tube  is  present,  and  measures  from  its 
cut  proximal  end  to  the  fimbriated  extremity  about  5 
inches.  The  tube  itself  appears  perfectly  normal,  there 
being  no  evidence  of  distension,  thickening,  or  rupture. 
The  fimbriated  extremity  is  normal,  the  ostium  patent, 
and  there  are  no  adhesions  about  any  part  of  the  tube. 
Between  the  Fallopian  tube  and  the  sac  the  mesosalpinx 
appears  normal,  its  layers  are  not  separated,  and  are 
transparent,  showing  the  usual  structures  (parovarium, 
vessels,  etc.)  when  held  up  to  the  light.  The  depth  of 
the  mesosalpinx  measures  |  to  1  inch  at  various  parts. 
In  all  respects  the  cyst  appears  to  bear  to  the  Fallopian 
tube  the  relations  of  an  ovarian  tumour.  There  is  no 
evidence  of  any  separate  body  corresponding  to  the 
ovary. 

The  foetus  is  well  developed,  and  measures  about  5 
inches  in  length. 
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Remaining  pelvic  organs,  removed  post  mortem. — This 
part  of  the  specimen  consists  of  the  uterus  with  the 
remains  of  its  appendages,  the  bladder,  rectum,  etc.  The 
peritoneum  covering  the  anterior  surface  of  the  uterus 
iand  utero-vesical  pouch  is  normal  and  intact.  The 
uterus  is  enlarged,  its  external  length  being  4  inches, 
and  breadth  2^  inches.  The  cavity  measures  3  inches. 
It  contains  some  pulpy  blood-stained  material,  but  no 
■distinct  decidua.  The  intra-mural  portions  of  the  tubes 
are  normal.  The  uterine  wall  is  everywhere  intact. 
The  posterior  surface  of  the  uterus  is  normal,  the  peri- 
toneum of  Douglas's  pouch  having  its  usual  relations. 

On  the  left  side. — The  ovary  (H  x  1  inch)  is  normal; 
it  contains  no  corpus  luteum.  The  Fallopian  tube  and 
its  fimbriated  extremity  are  normal.  The  ostium  is 
patent,  and  there  are  no  adhesions. 

On  the  right  side. — The  remains  of  the  ligatured  pedicle 
are  seen  to  consist  of  broad  ligament  and  tube.  The 
ligatures  have  been  removed  in  order  to  restore  the 
original  position  of  the  parts  as  far  as  possible.  The 
stump  of  the  Fallopian  tube  is  about  f  inch  long,  and 
appears  normal.  The  layers  of  broad  ligament  below 
tlie  ligatures  are  not  separated.  There  is  a  distinct 
double  layer  of  mesometrium  between  the  side  of  the 
uterus  and  the  ligatures.  There  is  no  evidence  of  any 
structure  resembling  an  ovary  on  this  side. 

The  theory  that  my  specimen  is  possibly  one  of  primary 
ovarian  pregnancy  is  suggested  by  the  apparent  exclusion 
of  the  more  usually  accepted  varieties  originating  in  the 
tube,  and  also  by  special  features  of  the  specimen  itself 
more  or  less  directly  pointing  to  an  ovarian  origin. 

By  Exclusion. 

Primary  uterine,  with  rupture  into  the  peritoneal 
cavity  or  into  broad  ligament.  Excluded  by  the  intact 
condition  of  the  uterine  wall,  and  unseparated  layers  of 
mesometrium. 
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Tuho-uterine. — The  interstitial  portion  of  both  tubes 
intact. 

Tuho-ahdominal. — No  evidence  of  rupture  of  tube  into 
peritoneum,  or  of  distension  of  open  end  of  tube.  Placenta 
apparently  not  attached  to  any  part  that  could  have  been 
the  lining  of  the  tube. 

Tuho-ligamentary . — Seems  impossible,  owing  to  the 
undisturbed  condition  of  the  mesosalpinx  between  the 
tube  and  the  sac.  The  tube  does  not  in  any  way  form 
the  roof  of  the  sac. 

Gestation  in  an  ovarian  sac  is  practically  a  variety  of 
the  tubo-abdominal  form  already  referred  to. 

Pregnancy  in  the  ovarian  fmhria,  or  'pregnancy  in  an 
accessory  tube-end  adherent  to  the  ovary,  do  not  seem  to 
explain  the  case. 

Special  Features. 

The  general  appearance  and  relations  of  the  cyst,  and 
the  presence  of  a  number  of  small  follicles  on  the  surface, 
with  a  strong  naked-eye  resemblance  to  Graafian  follicles. 
The  intact  condition  of  the  tube,  and  the  normal  condi- 
tion of  the  mesosalpinx.  The  absence  of  any  adhesion, 
or  connection  in  any  way  of  the  tube  or  its  ostium  with 
the  gestation  sac.  The  fact  that  the  foetus,  together 
with  the  placenta  and  membranes,  were  contained  in  a 
complete  sac,  having  the  relations  of  an  ovarian  tumour, 
and  being  unconnected  with  the  tube  or  uterus. 

I  have  had  microscopic  sections  made  from  various 
parts  of  the  sac-wall  by  several  independent  observers, 
but  the  resulting  opinions  were  not  unanimous  as  to  the 
presence  of  ovarian  structure.  Some  of  these  sections 
are  shown. 

The  criteria  of  an  ovarian  pregnancy . — Lawson  Tait 
{'  Ectopic  Pregnancy,^  1888)  : — "  It  is  impossible  to  admit 
any  case  as  one  of  ovarian  pregnancy  in  which  no  post- 
mortem   has   been   made the    uterus    and    both 

tubes  would  have  to  be  recorded  as  intact,  and  we  should 
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have  one  ovary  present  and  the  other  not  accounted  for, 
save  by  its  existence  on  the  cyst  of  the  ovum,  and  in  the 
cyst-wall  of  such  a  case  microscopic  evidence  of  the 
presence  of  ovarian  tissue  would  be  required/'  My  case 
fulfils  most  of  these  conditions. 

Is  it  essential  that  ovarian  tissue  should  be  demons- 
trated in  all  parts  of  the  cyst-wall  ? 

Supposing  the  possibility  of  impregnation  of  the  ovum 
in  the  Graafian  follicle.  The  spermatozoa  must  have 
gained  access  through  the  thin  projecting  outer  wall  of 
the  follicle,  either  penetrating  it  (?)  or  entering  through 
the  aperture  caused  by  rupture.  Would  a  section  of  a 
mature  follicle  at  this  spot,  even  under  normal  conditions, 
show  tissue  that  could  be  recognised  per  se  as  ovarian  ? 
Less  is  it  likely  after  the  opening  has  become  closed,  and 
the  tissue  further  altered  by  its  development  into  the 
wall  of  the  sac.  Recognisable  ovarian  tissue  would  exist 
over  a  cup-shaped  portion  of  the  cyst,  and  would  thus 
be  very  difficult  to  distinguish  from  the  flattened  out 
ovary  spread  on  the  surface  of  a  sac  formed  of  other 
structures. 

Spiegtdhercf  said  "  that  the  tube  is  intact,  and  has  no 
organic  connection  with  the  gestation  sac  ;  that  the 
tumour  is  connected  with  the  uterus  by  the  utero-ovarian 
ligament,  and  that  the  walls  of  the  sac  contain  Graafian 
follicles." 

The  case  of  Konwer's — described  in  a  paper  by  van 
Tussenbroek  ('Annales  de  Gynecologic  et  d'Obstetrique ') 
and  quoted  in  '  British  Medical  Journal '  (April  14th, 
1900) — showed  a  distinct  gestation  sac,  containing  embryo 
in  direct  relation  with  a  Graafian  follicle,  the  tube  being 
normal.  No  decidua  was  present.  This  case  bore  evi- 
dence of  the  possibility  of  ovarian  pregnancy,  and  also 
that  the  so-called  ''  decidual  reaction  "  is  not  a  sine  qua 
non. 

It  is  with  much  hesitation  that  I  suggest  my  case  to 
be  one  of  primary  ovarian  pregnancy  ;  but  recognising  the 
importance  of  any  doubtful  case  being  carefully  observed 
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and  examined,  I  venture  to  bring  what,  at  any  rate,  is  a 
specimen  of  some  interest  before  this  meeting,  and  hope 
to  have  the  privilege  of  obtaining  the  opinion  of  Fellows 
of  the  Society  as  to  its  origin. 

The  specimen  was  referred  to  a  Committee  composed 
of  Dr.  Eden,  Dr.  H.  Roberts,  Mr.  Bland-Sutton,  and  Mr. 
Targett. 
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A  CASE  OF  REPEATED  ECTOPIC  GESTATION 
IN  THE  SAME  PATIENT;  LAPAROTOMY  ON 
EACH   OCCASION. 

By  Arthur  H.   N.   Lewers,  M.D.Lond., 

OBSTETRIC   PHTSICIAy   TO    THE    LONDOK    HOSPITAL. 

(Received  September  2l6t,  1900.) 

(See  Plate  XXV.) 
{Abstract.) 

The  author  relates  the  case  of  a  patient,  twenty-uiue  years  of 
age,  who  has  been  the  subject  of  ectopic  gestation  on  two  occasions. 
There  has  been  no  uterine  pregnancy.  The  first  ectopic  preg- 
nancy occurred  early  in  1894.  Lapai-otomy  was  performed  in 
March,  1894,  and  the  left  Fallopian  tube  was  removed,  contain- 
ing a  tubal  mole.  This  sjiecimeu  was  reported  on  by  a  committee 
of  the  Obstetrical  Society  ('Obstet.  Soc.  Trans.,'  vol.  xxxviii, 
p.  87).  The  ostium  of  the  tube  was  open,  but  not  dilated. 
The  case  on  that  occasion  was  one  of  threatened  tubal  abortion. 

In  May,  1900,  /.  e.  after  an  interval  of  a  little  more  than  six 
years,  the  patient  was  again  the  subject  of  ectopic  gestation, 
and  laparotomy  was  again  performed.  The  parts  removed  con- 
sisted of  the  right  Fallopian  tube  and  ovary,  and  a  tubal  mole. 
The  ostium  of  the  tube  was  widely  dilated,  and  the  mole  had 
either  been  expelled  into  the  peritoneal  cavity,  or  was  lying  loose 
in  the  dilated  ostium,  at  the  time  of  the  operation;  so  that  on 
the  second  occasion  the  case  was  one  of  complete  tubal  abortion. 
The  patient  recovered  well  on  both  occasions. 
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Reference  is  made  to  Dr.  J.  Haig  Ferguson's  paper  on 
"  Repeated  Ectopic  Gestation  in  the  same  Patient "  ('  Ed. 
Med.  Journ.,'  1899,  p.  145),  from  whicli  it  appears  that,  while 
there  is  a  considerable  number  of  cases  reported  of  repeated 
tubal  pregnancy  in  the  same  woman,  laparotomy  performed 
twice  on  the  same  woman  is  only  mentioned  in  fourteen  cases. 
According  to  the  same  authority  the  interval  between  the 
ectopic  pregnancies  in  the  same  patient  has  varied  from  six 
weeks  to  five  years.  In  the  author's  case  the  interval,  which 
was  more  than  six  years,  seems  therefore  to  have  been  exception- 
ally long. 

Reference  is  also  made  to  Dr.  Edgar's  paper  on  the  same 
subject,  also  published  in  the  '  Ed.  Med.  Journ.'  for  1899- 

S.  M — ,  a  married  woman  aged  29,  was  admitted  under 
my  care  into  the  London  Hospital  on  May  2nd,  1900. 

Previous  history. — She  has  been  married  nine  years, 
but  has  had  no  children  or  miscarriages.  She  was 
operated  on  for  ectopic  gestation  in  the  London  Hospital 
by  me  in  March,  1894.  The  specimen  removed  at  that 
operation  was  the  left  ovary  and  the  left  Fallopian  tube, 
containing  a  tubal  mole  ;  it  was  shown  at  a  meeting  of 
the  Obstetrical  Society,  and  was  reported  on  by  a  com- 
mittee consisting  of  Mr.  Alban  Doran,  Mr.  Bland-Sutton, 
and  myself.  The  report  of  that  committee  is  to  be  found 
in  vol.  xxxviii  of  the  Society's  '  Transactions,'  p.  87. 

The  patient  recovered  well  from  that  operation,  and  has 
remained  well  till  the  present  illness  began.  When  she 
was  in  the  hospital  in  1894,  she  incorrectly  gave  her  age 
as  twenty-eight,  but  she  now  says  that  she  is  twenty-nine, 
so  tliat,  if  she  is  right  on  the  point  now,  she  must  have 
been  only  twenty-three  when  she  was  in  hospital  on  the 
former  occasion. 

Present  illness. — The  menstrual  periods  have  occurred 
regularly  every  four  weeks  since  1894.  She  has  always 
lost  a  good  deal  at  these  times,  but  has  not  passed  clots 
or  shreds,  and  the  periods  have  not  been  attended  by 
much  pain. 
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The  last  proper  menstrual  period  previous  to  admission 
to  the  hospital  was  at  the  end  of  February,  1900.  The 
loss  on  this  occasion  was  much  less  than  usual.  She 
then  "  saw  nothing "  till  April  21st,  when  there  was 
a  slight  "  show,"  with  great  pain  right  across  the  lower 
abdomen.  This  came  on  suddenly,  and  was  accompanied 
by  vomiting.  The  pain  lasted  a  whole  night,  and  she 
had  to  walk  about  on  account  of  it.  The  discharge  was 
of  a  much  darker  colour  than  usual.  The  pain  has 
continued  more  or  less,  and  is  described  as  being  a 
continuous  aching  in  both  groins,  extending  to  the  rectum 
and  the  vagina.  There  have  been  two  especially  severe 
attacks  of  pain  since  the  first,  one  attack  seven  days 
before  admission,  and  another  on  the  day  she  was  ad- 
mitted. Since  the  illness  began  there  has  been  pain  on 
micturition  and  on  defaecation,  and  the  bowels  have  been 
ijonstipated. 

Present  state — May  3rd. — On  examining  the  loiver 
abdomen,  a  distinct  swelling  was  felt  in  the  right  iliac 
region,  not  reaching  higher  than  a  line  joining  the 
umbilicus  and  the  right  anterior  superior  iliac  spine.  The 
lower  abdomen  was  extremely  tender.  A  little  clear 
fluid  was  squeezed  out  of  the  right  nipple,  but  none 
could  be  squeezed  out  of  the  left. 

On  vaginal  examination,  a  little  brown  discharge  was 
seen  about  the  vaginal  orifice;  there  was  also  some 
blueness  of  the  vaginal  raucous  membrane.  The  uterus 
was  fixed.  A  fixed  swelling  was  felt  occupying  the  left 
posterior  quarter  of  the  pelvis,  and  extending  across 
Douglas's  pouch  to  the  right  posterior  quarter.  The 
sound  passed  3i  inches. 

The  swelling  found  on  examining  tiie  abdomen  was  on 
the  right  side,  while  on  vaginal  examination  the  chief 
part  of  the  swelling  was  to  the  left  and  behind  the  uterus, 
thougli  some  swelling  could  also  be  felt  in  the  right 
posterior  quarter. 

The  whole  of  the  examination  was  conducted  under 
difiiculties,  as  even  gentle  examination  caused  great  pain. 
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I  considered  the  case  to  be  one  of  ectopic  gestation^ 
and  I  determined  to  watch  the  patient  for  a  time  and  be 
guided  by  circumstances. 

10th. — The  swelling  felt  in  the  right  lower  abdomen 
seemed  to  be  rather  larger.  On  vaginal  examination 
the  physical  signs  were  much  the  same  as  on  May  3rd. 
There  was  still  some  blood-stained  discharge. 

She  had  been  in  more  or  less  pain  since  her  admission, 
sometimes  felt  more  in  the  left  lower  abdomen,  some- 
times more  on  the  opposite  side.  Movement  in  bed  caused 
sevei'e  pain. 

12th. — This  morning  the  patient  had  an  attack  of  most 
intense  pain  in  the  right  iliac  region,  not  relieved  by  a 
hypodermic  injection  of  morphine.  The  swelling  on  the 
right  side  seemed  to  be  decidedly  larger,  so  I  concluded 
that  operation  should  not  be  further  delaj-ed.  Dr. 
Herman  also  kindly  saw  the  case,  and  agreed  witli  me 
on  this  point. 

Operation. — Accordingly  at  5  p.m.  the  abdomen  was 
opened  along  the  line  of  the  old  scar.  The  omentum 
was  adherent  immediately  in  the  line  of  the  scar,  and  a 
coil  of  intestine  was  adherent  to  the  abdominal  wall  just 
to  the  left  of  the  scar.  As  a  Keith's  tube  had  been  used 
at  the  previous  operation,  and  the  abdominal  parietes 
sutured  by  a  single  set  of  stitches  passing  through  the 
whole  thickness  of  the  abdominal  wall,  it  was  interesting 
to  see  that  the  recti  were  in  perfect  apposition,  so  much 
so  that  some  fibres  had  to  be  divided,  as  no  clear  interval 
could  be  found  between  the  muscles. 

On  opening  the  abdomen  a  good  deal  of  dark  blood- 
clot  was  found,  chiefly  on  the  right  side  and  below. 
Most  of  the  clot  was  removed  by  the  hand,  and  among 
the  clots  was  a  tubal  mole.  The  right  uterine  appendages 
were  then  removed  in  the  usual  way.  The  blood-clot 
was  sponged  out  as  completely  as  possible,  and  then 
the  pelvis  and  immediate  neighbourhood  were  washed 
out  with  sterilised  saline  solution.      A  Keith's  tube  was 
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inserted,  and  the  rest  of  the  Avound  was  closed.  The 
patient  made  an  uninterrupted  recover}-. 

Description  of  the  specimen. — The  parts  removed  con- 
sist of  the  right  Fallopian  tube  and  ovary,  and  the  tubal 
mole,  which  was  removed  separately  at  the  operation. 
The  Fallopian  tube  is  much  enlarged,  so  as  to  measure 
1^  inches  from  above  down.  The  fimbriated  end  of  the 
tube  is  open  and  widely  dilated,  so  as  to  measure  1\ 
inches  in  diameter.  The  ovarian  fimbria  is  well  seen. 
There  has  been  no  rupture  of  the  tube.  The  ovary  on 
section  shows  a  very  typical  corpus  luteum  measuring 
^  and  -^-  of  an  inch ;  there  is  a  central  white  area  about  a 
\  of  an  inch  in  diameter,  outside  which  comes  the  broad 
band  of  yellow  tissue. 

The  mole  has  a  shape  closely  corresponding  to  that  of 
the  Fallopian  tube  in  which  it  had  been  contained.  The 
length  is  24  inches,  and  at  its  broadest  (outer  part)  the 
breadth  is  Ij  inches.      On  section  it  shows  no  cavity. 

Sections  of  the  mole  examined  under  the  microscope 
show  numerous  chorionic  villi. 

It  is  not  absolutely  certain  whether  the  mole  had  been 
completely  expelled  from  the  tube  before  the  operation, 
or  whether  it  was  pressed  out  of  the  tube  by  the 
manipulation  during  the  operation.  As,  however,  the 
fimbriated  end  of  the  tube  is  so  widely  open  (to  the  size 
needed  to  allow  the  widest  part  of  the  mole  to  pass),  I 
think  it  had  either  been  expelled  before  the  operation, 
or  was  in  process  of  being  expelled  at  that  time. 

Remarks. — There  is  a  very  interesting  paper  on 
"  Repeated  Ectopic  Pregnancy  in  the  same  Patient,^'  by 
Dr.  J.  Haig  Ferguson,  published  in  the  '  Edinburgh 
Medical  Journal,'  vol.  v,  1899,  p.  145.  According  to 
him,  while  there  is  a  considerable  number  of  cases 
reported  of  repeated  tubal  pregnancy  in  the  same 
woman,  laparotomy  performed  twice  on  the  same  case  is 
only  mentioned  by  fourteen  operators,  whose  names  he 
enumerates,  so  that  cases  of  the  kind  still  appear  to  be 
sufficiently  rare   to   be   worth  recording.      Dr.  Ferguson 


DESCRIPTION    OF    PLATE    XXV, 

Illustrating   JJr.  Lcwcrs's   spuciiiicn   of  Repeated   Ectopic 
Preguaucy. 

The  Plate  shows  tlie  parts  removed  at  the  second  laparo- 
tomy. 
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Fic.  3.— The  mole. 
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Illustrating  Dr.  Lkw  ers's  case  of  repealed  Ectopic  Gestation. 

Bale  d  Daiiielsson,  lul.,  I.ilh. 
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gives  reasons  for  thinking  that  in  every  hundred  cases 
of  extra-uterine  pregnancy  five  cases  of  both  tubes  being 
affected,  either  at  the  same  time,  or  at  different  times, 
may  be  expected.  According  to  Zangemeister,  quoted 
by  Dr.  Ferguson,  the  interval  between  two  repeated 
tubal  pregnancies  varies  from  six  weeks  to  five  years. 
In  my  own  case  the  interval  was  more  than  six  years. 
At  the  first  operation  the  tube  was  removed,  still 
containing  the  mole  ;  the  fimbriated  end  of  the  tube  was 
open,  but  not  dilated,  and  intra-peritoneal  hsemorrhage 
had  occurred,  so  that  on  the  first  occasion  the  case  was 
an  example  of  threatened  tubal  abortion.  On  the  second 
occasion  the  mole  was  removed  separately,  and  the 
fimbriated  end  of  the  tube  was  widely  dilated,  so  that  it 
had  either  been  expelled  from  the  tube  before  the 
operation,  or  was  in  process  of  being  expelled.  The 
case  on  the  second  occasion  was  therefore  either  a 
complete  tubal  abortion,  or  one  Justin  process  of  becoming 
complete  at  the  time  of  the  operation. 

It  is  curious  that  on  neither  occasion  did  the  ectopic 
pregnancy  proceed  sufficiently  normally,  if  the  term  may 
be  allowed,  to  lead  to  the  production  of  a  foetus  large 
enough  to  be  detected,  but  that  on  both  occasions  the 
ovum  had  degenerated  into  a  mole.  There  was  a  much 
larger  quantity  of  blood  and  blood-clot  in  the  peritoneal 
cavity  on  the  second  occasion  than  at  the  first  opera- 
tion. 

There  is  another  interesting  paper  on  the  same  subject 
by  Dr.  Edgar,  also  published  in  the  ^Edinburgh  Med. 
Journ.'  for  1899.  In  the  case  he  reports  both  sets  of 
uterine  appendages  were  removed  at  the  same  operation  ; 
a  recent  tubal  mole  was  found  on  one  side,  and  an  older 
one  on  the  other.  Dr.  Edgar  says  "  that  all  cases 
quoted  as  repeated  ectopic  gestations  are  really  such  is, 
however,  doubtful,"  and  he  gives  instances  which  appear 
to  him  to  be  of  a  doubtful  nature.  He  contends  that 
where  the  diagnosis  rests  on  clinical  facts  alone  the 
cases  should  be  placed  in  a  separate  list,  instead  of  being 
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classified    with    those    where    definite    proof    has     been 
obtained  by  operation  or  otherwise. 

Dr.  Peter  Hobrocks  thought  that  the  siiecimen  shown  by 
Dr.  Croft  was  well  worthy  of  further  examination  and  report  by 
a  sub-committee.  He  did  not  think  the  fact  that  ovarian  tissue 
was  not  found  in  all  j^arts  of  the  wall  was  proof  that  it  was  not 
an  ovarian  ectopic  gestation.  Neither  could  he  see  any  a  priori 
reason  why  an  ovum  should  not  become  impregnated  and  develop 
whilst  still  in  a  Graafian  follicle.  He  had  seen  one  or  two  instances 
of  repeated  ectopic  gestation  in  the  same  patient.  He  related  a 
case  in  which  he  had  removed  a  ruptured  tubal  gestation  by 
abdominal  section  some  eight  years  ago  with  the  late  Dr. 
Waller,  in  Sydenham.  A  year  or  more  later  he  was  called  to 
see  the  same  lady  by  Dr.  Jolly,  of  Sydenham,  who  considered 
that  she  had  a  second  ruptured  gestation.  There  was  a  mass 
behind  the  uteinis  which  pushed  the  latter  forwards,  but  he 
had  considered  that  in  all  probability  it  was  not  another  extra- 
uterine fcetation,  chiefly  on  the  ground  of  its  rarity.  However, 
as  the  pain  increased  and  the  temperature  rose,  an  incision  was 
made  per  vcujinam,  and  a  lot  of  black  clots  were  removed. 
These  were  examined  by  the  Clinical  Research  Association,  and 
chorionic  villi  were  found.  He  did  not  know  whether  there  was 
any  instance  on  record  of  ectopic  gestation  occurring  three  times 
in  the  same  patient. 

Mr.  Bland-Sutton,  in  reply  to  the  Piesident's  suggestion, 
said  he  could  not  in  any  satisfactory  manner  discuss  the 
question  of  ovarian  pregnancy  on  a  specimen  in  which  gestation 
had  gone  so  far  as  in  Dr.  Croft's  specimen.  He  would  be  con- 
vinced when  he  saw  "  an  early  embryo  and  its  membranes  con- 
tained in  a  sac  in  the  ovary."  This  he  considered  a  fair 
requisition,  and  corresponded  with  the  facts  on  which  tubal 
pregnancy  was  based.  Only  those  who  were  familiar  with  the 
flimsy  evidence,  false  facts,  and  fancy  on  which  the  notion  that 
pregnancy  in  the  ovary  occasionally  occurred,  could  aj^preciate 
the  necessity  for  a  rigorous  proof  such  as  he  required.  Mr.  Bland- 
Sutton  said  he  was  quite  open  to  conviction  on  the  matter  of 
ovarian  pregnancy,  and  that  his  attitude  towards  the  whole 
question  was  that  of  a  very  active  sceptic. 

After  a  few  remarks  by  Dr.  Heywood  Smith, 

The  President  agreed  with  Mr.  Bland-Sutton  that  van 
Tussenbroek's  evidence,  though  important,  was  not  conclu- 
sive. He  himself  had  indicated  sources  of  error  in  accounts 
of  cases  of  alleged  primary  ovarian  gestation  in  his  notes  on 
Dr.  Arthur  Beale's  case  of  minute  foetus  found  in  the  peritoneal 
cavity.  The  notes  were  published  in  the  Obstetrical  Society's 
'Transactions,'  for  1893.      Still,  it  was  unscientific  to  insist 


REPEATED  ECTOPIC  GESTATION.  331 

that  this  form  of  gestation  was  impossible.  Perhaps  Dr. 
Croft's  specimen,  which  would  be  examined  by  a  committee, 
might  be  quoted  in  future  days  as  historical,  being  with  van 
Tussenbroek's  report  the  evidence  which  first  convinced  us  of 
the  possibility  of  primary  ovarian  gestation.  The  fact  that  both 
Fallopian  tubes  were  normal  did  not  preclude  the  possibility  of 
very  recent  tubal  gestation  in  one  of  them.  This  fact  was 
interesting  in  relation  not  only  to  Dr.  Croft's,  but  also  to  Dr. 
Lewers's  case.  The  President  had  reported  in  the  '  British 
Medical  Journal,'  vol.  ii,  1891,  p.  789,  a  case  where  repeated 
gestation  had  probably  occurred  within  a  very  short  interval, 
remarking  that  "  tubal  abortion  very  early  in  pregnancy  need 
not  necessarily  spoil  the  tube  for  its  functions,  nor  prevent  sub- 
sequent pregnancy  in  its  canal." 

Dr.  Croft,  in  reply,  thanked  the  Fellows  for  the  interest  they 
had  taken  in  his  paper,  and  would  much  appreciate  the  opinion 
of  a  committee  appointed  to  examine  further  and  report  on  the 
specimen.  He  then  referred  briefly  to  a  case  that  had  occurred 
in  the  practice  of  a  colleague  since  the  paper  had  been  sent  in. 
The  patient  was  operated  on  for  abdominal  haemorrhage 
thought  to  be  due  to  a  ruptured  tubal  gestation.  On  the  abdo- 
men being  opened  and  the  blood  removed,  the  tubes  were  found 
normal  and  free,  but  the  bleeding  was  found  to  be  proceeding 
from  a  small  ruptured  cavity  in  an  ovary  of  ordinary  size.  The 
cavity  proved  to  have  the  structure  of  a  corpus  luteum,  and  its 
contents  to  be  a  small  ovum  presenting  on  microscopic  exami- 
nation definite  evidence  of  chorionic  villi.  He  thought  this 
specimen,  which  he  had  himself  seen,  would  be  likely  to  accord 
with  the  criteria  of  a  primary  ovarian  gestation  as  stated  by 
Mr.  Bland-Sutton.  Dr.  Croft  hoped  that  he  would  be  able  to 
persuade  the  owner,  Mr.  G.  P.  Anning,  of  Leeds,  to  bring  his 
specimen  before  the  Society  at  a  future  meeting. 
Dr.  Lewers  also  briefly  replied. 


DECEMBER  5th,  1900. 

Alban  Doran,  F.E-.C.S.,  President,  in  the  Chair. 

Present. — 32  Fellows  and  6  Visitors. 

Books  were  presented  by  the  Council  of  University- 
College,  the  Clinical  Society,  the  Edinburgh  Obstetrical 
Society,  and  the  Societe  de  Medecine  de  Rouen,  and  Dr. 
Temesvary. 

The  following  gentlemen  were  proposed  for  election  : 
Hughes  Reid  Davies,  M.R.C.S.,  L.R.C.P.Lond. ;  Harry 
Littlewood,  F.R.C.S.  (Leeds)  ;  Henry  Higham  Wigg, 
M.D.Brux.  (Adelaide)  ;  F.  J.  I.  Willey,  M.B.,  B.S. 

James  Sherren,  L.R.C.P.Lond.,  M.R.C.S.Eng.,  was 
elected  a  Fellow  of  the  Society. 


TWO  CASES  OF  PAROVARIAN  CYST  WITH 
TWISTED  PEDICLE,  IN  WHICH  THE  OVARY 
ONLY  (AND  NOT  THE  CYST)  WAS  CON- 
GESTED AND  INFLAMED. 

(See  Plate  XXVI.) 

Shown  by  Herbert  R.  Spencer,  M.D. 

The    two    specimens    shown    to-night   are   parovarian 
cysts,  with  the  corresponding  ovary  and  broad  ligament. 
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The  pedicles  (the  broad  ligaments)  were  twisted^  with 
the  result  that  in  each  case  the  ovary  became  strangu- 
lated and  inflamed,  and  adherent  to  the  surrounding 
structures.  The  parovarian  cyst,  however,  was  neither 
congested,  nor  inflamed,  nor  adherent  (except  to  the 
ovary).  It  is  to  place  on  record  this  peculiar  feature 
that  I  exhibit  the  specimens. 

The  effect  of  the  torsion  of  the  pedicle  on  ovarian 
cysts — the  strangulation.,  engorgement,  degeneration, 
inflammation,  and  adhesion  to  surrounding  parts — is  well 
known  to  all  gynaecologists.  The  explanation  of  the 
limitation  of  the  engorgement  to  the  ovary  in  the  cases 
of  the  parovarian  cysts  exhibited  may  perhaps  be  the 
dense  covering  of  the  ovary,  and  the  greater  vascularity 
of  that  organ  ,  while  the  parovarian  cyst  can  relieve  its 
engorgement  by  haBmorrhage  into  the  cyst,  or  into  the 
peritoneum  (as  happened  in  these  cases),  the  blood  in 
the  ovary,  confined  by  the  dense  capsule,  infiltrates  the 
tissues  of  the  ovary,  and  gives  rise  to  the  inflammation 
of  the  organ  which  is  seen  in  the  two  specimens.  The 
following  are  brief  notes  of  the  cases. 

Case  1. — Miss  C.  I.  P — ,  aged  16  years,  a  virgin,  was 
seen  by  me,  in  consultation  with  Dr.  Walter  Rigden,  on 
September  26th,  1900,  for  pains  in  the  abdomen  and  a 
tumour  which  Dr.  Rigden  thought  to  be  ovarian. 

The  patient  was  first  unwell  at  twelve  years  of  age. 
She  was  at  first  regular  every  three  weeks,  but  of  late 
every  four  weeks,  the  flow  lasting  for  one  week.  She 
always  had  pain  in  the  lower  abdomen,  sometimes  before 
the  flow,  and  generally  for  two  days  after  the  flow,  and 
occasionally  for  the  third  day. 

The  patient  first  noticed  pain  in  the  abdomen  apart 
from  menstruation  a  year  and  a  half  ago,  when  she 
awoke  with  the  pain  on  two  consecutive  mornings.  The 
attack  of  pain  came  on  again  six  weeks  later,  and  again 
after  a  month's  interval ;  it  was  "  like  a  stomach-ache.'* 
During  the  present  year  she  has  had  attacks  of  this  pain 
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Illustrating  Dr.  Herbert  Spencer's  specimen  of  Parovarian 
Cyst  with  Twisted  Pedicloj  in  which  the  ovary  only 
(and  not  the  cyst)  was  congested  and  inflamed 
(Case  1). 

The  parovarian  cyst  is  seen  to  be  lieaUhy,  and  surrounded  bv  a  health)- 
Fallopian  tube  and  ovarian  fimbria  ;  both  are  free  from  signs  of  conges- 
tion or  inflammation  except  the  <vst  in  the  neighbourhood  of  the  ovary, 
where  there  i«  a  layer  of  lymph  which  glued  the  ovary  to  the  cyst.  The 
ovary  is  of  a  dark  red  colour,  is  inflamed,  and  has  a  thin  layer  of  lympii 
on  itK  suiface. 
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fllustraiing  Dr.  Herbert  .Spencer's  specimen  of  Parova> 
twisted  pedicle,  in  which  the  ovary  only  (and  not  the 
congested  and  inflamed.     (Case  i.) 
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every  few  weeks.  During  the  last  two  montlis  she  has 
had  two  severe  attacks,  but  has  only  once  had  to  lie  up 
in  bed  on  account  of  the  severity  of  the  pain,  and  then 
only  for  two  days.  When  this  pain  was  present  she 
always  felt  sick,  and  vomited  on  a  few  occasions.  The 
pain  was  also  located  in  the  left  hip,  and  generally  went 
into  the  knee.  There  were  also  two  tender  spots,  one 
above  the  left  anterior  superior  iliac  spine,  and  the  other 
over  the  left  side  of  the  loAver  lumbar  vertebrae.  On 
examination  I  found  a  tumour  of  the  size  of  a  large  fist, 
tender,  not  freely  moveable,  but  distinct  from  the  uterus. 
I  diagnosed  it  as  an  ovarian  dermoid,  with  torsion  of  the 
pedicle.  At  the  laparotomy,  performed  on  October  5th, 
1900,  I  found  that  the  tumour  was  a  unilocular  par- 
ovarian cyst  of  the  left  side.  The  pedicle  was  twisted 
one  whole  turn,  as  by  the  tumour's  rotating  in  the 
direction  of  the  hands  of  a  clock,  when  the  tumour  was 
held  in  the  hands  of  the  operator  standing  on  the  right 
side  of  the  patient. 

The  ovary  (see  Plate  XXVI)  was  of  twice  its  normal 
size,  of  a  black-red  colour,  and  adherent  to  the  adjacent 
surface  of  the  broad  ligament  covering  the  cyst,  and 
slightly  to  a  coil  of  small  intestine.  The  tumour  was 
otherwise  not  adherent,  and  not  even  appreciably  con- 
gested. The  operation  (which  lasted  thirty  minutes) 
was  simple,  and  the  recovery  uneventful  ;  the  wound 
healed  by  first  intention,  and  the  patient  has  had  no 
trouble  since  the  operation,  and  is  quite  well. 

Case  2. — H.  H — ,  aged  23,  a  virgin,  was  admitted 
into  University  College  Hospital  on  October  26th,  1900, 
complaining  of  pain  in  the  lower  part  of  the  abdomen 
and  sickness.  She  first  had  attacks  of  pain  and  sickness 
three  or  four  years  ago,  and  since  then  she  has  had 
several  similar  attacks ;  one  of  these  a  fortnight  ago 
lasted  seven  days.  Menstruation  came  on  during  this 
attack,  and  the  patient  lost  less  blood  than  usually. 
Menstruation    began    at    fourteen    years    of    age ;     the 
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patient  had  been  regular  every  four  weeksj  the  flow 
lasting  three  or  four  days.  She  does  not  lose  much, 
only  using  one  diaper  daily.  The  past  history  contains 
nothing  of  importance.  On  admission  the  patient  was 
healthy-looking,  but  rather  pale.  The  breasts  were  rather 
small.  The  abdomen  was  distended  (unequally,  more  on 
the  left  side  than  on  the  right)  by  a  tumour,  which 
reached  up  to  a  height  of  8^  inches  above  the  pubes. 
It  was  dull  to  percussion,  very  soft  and  cystic,  evidently 
thin-walled,  and  distinctly  fluctuatiug,  though  not  yield- 
ing a  clear  fluctuation-thrill.  There  was  resonance  in 
the  epigastrium  and  flanks.  On  vaginal  examination 
the  hymen  was  intact,  the  cervix  small,  the  uterus  slightly 
retroverted,  not  enlarged,  and  freely  moveable.  The 
tumour  could  be  pushed  down  till  it  was  felt  in  front  of 
the  uterus.      It  was  diagnosed  as  a  tumour  of  the  ovary. 

Abdominal  section  was  performed  on  October  30th, 
1900,  by  an  incision  about  2f  inches  in  length.  There 
was  a  little  blood-stained  fluid  in  the  peritoneum.  The 
tumour  was  in  the  right  broad  ligament,  and  was  dis- 
tinct from  the  ovary.  The  tumour  was  but  slightly  con- 
gested, if  at  all.  Tlie  ovary  was  enlarged  to  twice  its 
normal  size,  and  of  a  deep  black-red  colour,  and  slightly 
adherent  to  the  adjacent  part  of  the  cyst  and  of  the 
abdominal  wall.  The  congestion  of  the  ovary  was  due 
to  twisting  of  the  pedicle,  i.  e.  of  the  broad  ligament. 

The  pedicle  was  tied  with  silk,  and  the  tumour  and 
ovary  were  removed ;  the  abdomen  was  closed  by  silk- 
worm gut  through- stitches,  silk  stitches  to  the  fascia 
and  horse-hair  to  the  skin.  The  operation  lasted  eigh- 
teen minutes.  The  highest  four-hour  temperature  after 
the  operation  was  99'2°  next  day  ;  during  the  next  four 
days  the  highest  temperature  was  98*6°;  afterwards  it 
did  not  rise  above  98*4°  till  her  discharge,  quite  Avell,  on 
November  23rd.  The  wound  healed  by  first  intention, 
and  the  scar  was  ?.  inches  in  length. 
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Di'.  BoxALL  suggested  that  the  absence  of  congestion  in  the 
cyst  might  be  accounted  for  by  the  tension  within  it  acting  on 
the  cyst-wall. 

Dr.  McLean  and  the  President  having  spoken, 
Dr.  Spencer,  in  reply,  said  that  he  was  surprised  to  hear 
that  Dr.  McLean  considered  that  parovarian  cysts  underwent 
torsion  more  frequently  than  ovarian  cysts  ;  he  was  glad  to  find 
that  the  President's  experience  was  in  accordance  Avith  his  own 
on  this  point.  Dr.  McLean's  method  of  describing  rotation  as 
"from  without  inwards,"  or  vice  versa,  was  very  faulty,  firstly, 
because  a  tumour  Avhich  was  centrally  situated  might  be  de- 
scribed with  equal  con-ectness  as  rotating  in  either  direction  ; 
secondly,  because  a  tumour  might  twist  its  pedicle  by  rotating 
from  above  downwards,  or  vice  versa.  He  especially  drew  atten- 
tion to  this  point,  as  the  greatest  carelessness  or  inaccuracy  was 
noticeable  in  the  records  of  twisted  pedicles.  An  accurate  but 
cumbersome  way  for  an  operator  to  describe  a  case  of  torsion 
was  to  say  that  "  the  pedicle  was  twisted  as  by  the  tumour's 
rotating  in  the  direction  of  the  hands  of  a  clock  (or  vice  versd) 
when  the  tumour  was  held  in  the  hands  of  the  operator  standing 
at  the  right  (or  left)  side  of  the  patient."  He  (Dr.  Spencer) 
did  not  clearly  see  how  Dr.  Boxall's  suggestion  explained  the 
absence  of  congestion  in  the  cyst,  though  perhaps  it  might  do 
so  in  some  desrree. 
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(Abstract.) 

In  a  typical  case  of  retroflexion  of  the  gravid  uterus  the  sym- 
ptoms produce  a  toitt  ensemble  which  is  quite  characteristic,  and 
should  }uake  diagnosis  easy  and  certain.  The  striking  constant 
feature  is  irritability  of  the  bladder  with  more  or  less  retention 
of  lU'ine.     Simple  and  complicated  illustrative  cases  are  stated. 

The  contributions  to  the  journals  on  the  diagnosis  and  treat- 
ment of  the  condition  have  a  tendency  to  exaggerate  the  frequency 
of  complications,  and  the  literature  of  the  subject  seems  to 
indicate  a  too  ready  resort  to  oj^erative  treatment. 

The  special  method  of  treatment  which  is  advocated  in  the 
paper  is  extremely  simple.  It  consists  essentially  in  the  intro- 
duction of  a  watch-spring  pessary,  care  having  previously  been 
taken  to  empty  the  bowel  and  bladder.  After  the  introduction 
of  the  pessary,  if  the  patient  is  made  to  rest  on  her  side,  lying 
over  with  her  face  downwards  as  far  as  she  can  with  comfort,  it 
will  l)e  found  that  the  action  of  the  pessary  alone  restores  the 
utenis  to  its  normal  position  in  a  few  hours.  Illustrative  cases 
are  given.     The  whole  number  of  cases  in  which  the  method  of 
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treatment  has  been  tried  by  the  author  is  fifteen.  These  have 
been  consecutive,  and  in  all  the  method  of  treatment  has  been 
successful. 

One  case  is  mentioned  in  which  the  watch- spring  pessarv 
treatment  was  adopted  owing-  to  a  misunderstanding  in  a  case  of 
fibroid  tumour  attached  to  the  fundus  uteri,  which  had  fallen 
back  into  Douglas's  space  and  pi'oduced  the  bladder  symptoms 
of  retroflexion  of  the  gravid  uterus.  In  this  case  the  action  of 
the  pessary  raised  the  tumour  into  the  abdominal  cavity. 

The  question  of  retroflexion  of  the  uterus  as  a  cause  of  abortion 
is  mentioned  incidentally.  Abdominal  section  or  any  severe 
method  of  treatment  of  retroflexion  of  the  gravid  uterus  is 
deprecated. 

Ventro-fixation  after  abortion  and  involution  is  recommended 
in  cases  of  adherent  retroflexed  uterus. 

When  the  symptoms  produced  by  retroflexiou  of  the 
gravid  uterus  in  an  otherwise  healthy  woman  begin  to 
appear,  they  present  a  totit  ensemhle  which  should  make 
the  diagnosis  absolutely  certain,  and  the  treatment  should 
be  prompt,  easy,  and  efficacious.  This  must  be  so  obvious 
to  those  among  us  with  any  considei'able  experience  of  cases 
of  the  kind,  that  it  may  seem  to  be  a  waste  of  the  time  of 
the  Society  to  bring  forward  so  soon  again  a  subject  so 
well  worn,  and  hence  presumably  devoid  of  interest. 
But  it  is  largely  the  difference  of  opinion  displayed  in  the 
discussion  referred  to,  taken  along  with  the  impi'ession  pro- 
duced by  some  recent  cases  in  my  practice,  and  also  by  some 
recent  literature,  which  has  induced  me  to  call  the  atten- 
tion of  the  Obstetrical  Society  once  more  to  the  subject. 

In  the  typical  case  there  are  always  bladder  sym- 
ptoms, and  these  are  usually  the  earliest  and  most 
prominent  symptoms  in  the  cases.  They  begin  with 
frequency  of  micturition,  followed  by  retention  more  or 
less  marked ;  and  this  is  followed  by  dribbling,  retention, 
and  great  distress  from  distension  of  the  bladder.  If  the 
relations  between  early  pregnancy  of  the  displaced  uterus 
and  the  bladder  troubles,  which  are  constant,  Avere  better 
kept  iu  mind,  there  would  be  few  seriously  complicated 
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cases  to  record.  It  is  overlooking  the  pregnancy 
altogether,  or  seeing  no  causal  relation  between  it  and  the 
most  prominent  symptoms,  which  leads  to  the  worst  conse- 
quences. As  long  as  such  oversights  occur  it  must  con- 
tinue to  be  useful  to  record  the  histories.  By  way  of 
illustration  let  us  take  two  such  cases  brought,  after  futile 
treatment  at  their  homes,  into  the  Manchester  Southern 
Hospital  comparatively  recently.  The  first  case  was  a 
young  married  woman,  who  gave  the  usual  history  of 
ameuorrhoea  and  early  signs  of  pregnancy.  Early  in  the 
third  month  of  pregnancy  she  began  to  suffer  from  irrita- 
bility of  the  bladder,  and  about  three  weeks  later  she  had 
to  send  for  a  doctor  on  account  of  complete  retention. 
The  doctor  used  the  catheter  twice  in  the  course  of  a 
week.  According  to  his  account  he  did  not  use  it  oftener 
because  he  was  told  the  patient  was  passing  water 
frequently.  When  the  patient  was  admitted  to  the 
hospital  she  was  in  great  pain,  and  the  abdomen  was 
enormously  distended.  The  width  of  this  cystic  tumour 
low  down  above  the  pubis  made  it  strikingly  in  contrast 
to  the  pregnant  uterus  rising  the  same  height  in  the 
abdomen.  Inquiries  were  naturally  made  with  regard  to 
the  bladder,  and  we  were  assured  that  urine  was  passed 
frequently,  with  dribbling  at  times.  When  the  catheter 
was  passed  slightly  turbid  urine  began  to  come  with  con- 
siderable force,  and  altogether  120  oz.  of  urine  were 
drawn  off,  becoming  more  turbid  towards  the  end  ;  then 
under  pressure  from  above  the  pubes  18^  oz.  of  a  thick 
purulent  fluid  passed  through  the  catheter.  By  this  time 
the  abdominal  tumour  had  completely  disappeared  ;  it 
was  a  distended  bladder,  and  there  was  nothing  else 
abnormal  in  the  abdomen.  The  pregnant  uterus  was  so 
pressed  down  as  to  make  the  perineum  distinctly  bulge 
out,  and  there  was  even  some  cedema  about  the  anus. 
Apart  from  the  bladder  troubles  arising  from  atony  and 
moderate  cystitis,  the  after-treatment  of  the  case  was 
simple  and  completely  successful  by  the  method  to  be 
described  in  the  sequel. 
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Another  and  a  worse  case  illustrates  several  points  of 
importance  in  the  treatment  of  bladder  complications.      It 
did  not  appear  that  pregnancy  had  been  diagnosed  during 
the    time    the    patient    was   at    home    under    treatment. 
There  was  a  history  of  amenorrhoea  for  fully  three  months ; 
the  age  of  the  patient  was  said  to  be  thirty-eight  years, 
and  she  had  had  nine  children.      She  was  admitted  to  the 
Southern    Hospital   very   late    one    night,   apparently   in 
great  pain,  and  almost  collapsed.      The  story  was  that  she 
had  been  attended  for  thirteen  days  by  a  medical  prac- 
titioner, who  for  the  last  eight  days  had  been  passing  the 
catheter  daily  on  account   of  retention.      The  day  before 
admission    the    medical    attendant     had    punctured    the 
bladder  above  the  pubis,  and  at  the  time  of  the  patient's 
admission,   thirty   hours  afterwards,   no    urine  had   been 
passed  by  the  catheter  or  otherwise  since  the  puncturing. 
On  examination  it  was  found  that  the  bladder  was  greatly 
distended  ;  there  was  a  hsematoma  in  the  anterior  vaginal 
wall  to  the  right,  and  the  rest  of  the  anterior  vaginal  wall 
was  sodden  either  by  oedema  or  infiltration  of  urine.    The 
displaced  uterus  was  pressed  very  low  on  to  the  perineum, 
and  dilating  the  anus.    On  closer  examination,  with  the  aid 
of    the    speculum   it    was    discovered   that    the   anterior 
vaginal   wall  was   quite   black  and  evidently  largely  gan- 
grenous, while  exploration  of  the  urethra,  with  a  suitable 
probe,  revealed   false   passages    leading  chiefly   into   the 
cellular   tissue   between    vagina   and    bladder.       A    male 
catheter  was  passed,  but  only  a  few  ounces  of  urine  came 
through.      Incision  through  the  black  wall  of  the  vagina 
and  bladder  appeared  to  be  the  best  course,  and  this  was 
adopted.      The  tissues  contained  a  good   deal  of  gas  and 
extravasated   urine,  and  when    the    bladder  was   opened 
there  was  a  rush  of  foul-smelling  urine,  pus,  slime,  and 
blood-clots.        The   reposition   of   the   uterus   was   easily 
effected  by  a  modification  of  the  method  to  be  described 
later.      The  patient  recovered  after  abortion,  and  with  the 
loss  of  a  considerable  portion  of   the  bladder  and  vagina, 
which  sloughed  away.      She  declined  any  further  opera- 
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tion,    and   has    still,    I    believe,    a    large    vesico-vaginal 
fistula. 

There  can  be  little  doubt  that  in  this  case  the  puncture 
practised  the  day  befoi'e  caused  the  haemorrhage  into  the 
bladder,  and  the  formation  of  a  hseniatoma  about  its  neck. 
The  injury  done  to  the  urethra  is  also  a  point  of  great 
interest.  The  pressure  of  the  cei'vix  uteri  upon  the  neck 
of  the  bladder,  and  the  distortion  and  lengthening  of  the 
urethra  by  the  dragging  upon  it  by  the  cervix,  are  facts 
which  are  not  universally  kept  in  mind.  It  is  not  easy 
to  pass  the  catheter  in  a  well-marked  case  of  retroflexion 
of  the  gravid  uterus  producing  retention  of  urine. 

In  the  case  just  mentioned  the  free  incisions  into  the 
vaginal  tissues  and  the  opening  of  the  bladder  probably 
saved  the  patient's  life.  As  a  rule  the  vesico-vaginal 
fistula  can  be  closed  when  the  vesical  catarrh  is  cured,  if 
it  does  not  close  spontaneously.  It  is  difiicult  to  con- 
ceive of  a  case,  in  which  any  bladder  complications  could 
be  so  easily  and  safely  treated  by  abdominal  section. 
Incision  through  the  vagina  is  probably  also  the  best 
treatment  in  sloughing  and  exfoliation  of  the  bladder 
mucosa  after  great  distension. 

As  a  rule  the  cases  are  easy  to  diagnose,  and  the  treat- 
ment is  simple  in  the  extreme.  Adhesions  and  conse- 
quent incarceration  or  fixation  must  be  of  rare  occurrence. 
In  all  my  experience  I  have  met  with  only  two  such  cases : 
in  one  the  adhesions  must  have  been  slight,  for  manipu- 
lation under  anaesthesia  and  the  introduction  of  a  padded 
pessary  sufficed  to  replace  and  retain  the  uterus  in 
position,  and  the  patient  went  to  full  time  ;  in  the  other 
abortion  occurred,  and  I  lost  sight  of  the  patient.  It 
stands  to  reason  that  such  complications  of  pregnancy 
must  be  very  rare,  for  a  perimetritis  of  such  severity  as 
to  produce  retroflexion  with  strong  adhesions  must  almost 
inevitably  also  cause  sterility. 

In  the  full  conviction  that  cases  of  retroflexion  of  the 
gravid  uterus  are,  almost  without  exception,  originally 
simple  uncomplicated   abnormalities   which    are  easy   of 
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correction,  I  have  read  witli  wonder  and  regret  a  con- 
tribution by  Diihrssen,  which  appears  to  me  to  greatly 
exaggerate  the  number  and  importance  of  certain  dis- 
placements. Its  tit] Cj  when  translated,  amounts  to — "On 
Sacculations,  Retro-deviations,  and  Flexions  of  the  Gravid 
Uterus,  with  special  reference  to  the  so-called  Eetroflexio 
Uteri  Gravidi  Partialis/^  The  paper  was  read  at  a  meet- 
ing of  the  Obstetrical  Society  of  Leipzic,  and  was 
published  in  the  '  Centralblatt  fiir  Gynakologie,'  August 
13th,  1898.  There  is  much  that  is  startliug  in  this  con- 
tribution besides  the  title  :  it  contains  a  schema  of  classi- 
fication of  varieties,  introducing  heads  and  subheads,  and 
further  subdivisions  down  to  epsilon.  But  most  of  all  is 
to  be  deprecated  the  levity  with  which  methods  of  treat- 
ment are  discussed,  including  abdominal  section,  sym- 
physiotomy, vaginal  section  of  the  uterus,  and  even  total 
extirpation,  as  if  these  operations  might  be  by  no  means 
extraordinary  occurrences.  After  these  the  method  of 
treatment  by  puncture  of  the  ovum  through  the  cervix  or 
vagina,  when  the  ordinary  manipulations  have  failed, 
must  appear  to  the  inexperienced  reader  as  simple,  safe, 
and  ordinary. 

In  the  discussion  which  followed  no  mention  was  made 
of  the  simplest  and  most  efficacious  method  of  treatment 
of  all,  from  which  fact  may  be  inferred  that  it  was  not 
practised  by  any  of  the  gynascologists  present.  The 
treatment  was,  therefore,  not  known  or  not  appreciated. 
It  is,  however,  satisfactoiy  to  mark  that  a  tone  of  polite 
deprecation  of  the  heroic  measures  mentioned  by  Diihrssen 
pervaded  the  discussion. 

This  incident  has  perhaps  received  too  much  attention 
here,  but  it  is  introduced  to  indicate  the  unnecessary 
lengths  to  which  some  operators  will  go  unless  firmly 
checked  by  professional  opinion.  The  publication  of 
cases  treated  in  a  somewhat  heroic  fashion,  in  this  country 
and  abroad,  must  have  the  same  misleading  if  not  de- 
moralising effect  upon  many  comparatively  inexperienced 
men  who,  faced  with  the  responsibility  of   treating  diffi- 
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cult  cases,  are  groping  for  guidance  from  the  writings  of 
"  authorities '*  which  their  own  experience  may  not 
supply.  There  is  already  in  the  English  and  American 
literature  of  the  subject  a  considerable  number  of  cases 
of  abdominal  and  vaginal  section  and  puncturings  of  the 
uterus  and  bladder,  which,  with  ordinary  care  and  patience 
at  the  outset,  should  never  be  necessary. 

The  usual  method  of  treatment  is,  as  a  rule,  successful ; 
the  emptying  of  the  bladder  and  rectum,  followed  by 
manipulations.  These  manipulations  are  usually  accom- 
panied with  placing  the  patient  in  certain  postures  and 
administering  an  anaesthetic. 

This  method  has  its  drawbacks  ;  manipulations  of  the 
uterus  are  liable  to  be  followed  by  abortion,  and  all 
patients  dislike,  many  dread,  being  made  unconscious  by 
ether  or  chloroform. 

Owing  to  these  drawbacks,  and  the  occasional  failure 
of  manipulation,  other  comparatively  simple  measures 
have  been  tried,  such  as  the  use  of  soft  rubber  bags  or 
balloons  introduced  into  the  vagina  or  rectum,  and  filled 
with  air,  water,  or  even  quicksilver. 

In  the  discussion  on  Dr.  Munro  Kerr's  paper  on 
'^  Incarcerated  Retro-displaced  Gravid  Uterus,"  read  at 
a  meeting  of  the  Obstetrical  Society  on  the  4th  of  last 
April,  as  reported  in  the  '  British  Medical  Journal,'  I 
do  not  see  any  reference  to  the  adoption  of  what  I  believe 
to  be  the  simplest  and  best  method  of  all,  viz.  the  use  of 
a  watch-spring  pessary  introduced  into  the  vagina  after 
due  preparation  of  the  patient.  Since  I  began  to  employ 
this  method  of  treatment,  between  five  and  six  years  ago, 
it  has  been  invariably  successful  in  a  series  of  fifteen 
cases.  It  would  be  absurd  to  claim  for  it  universal  suit- 
ability, but  the  record,  even  in  the  hands  of  a  single 
individual,  must  at  the  least  mark  it  as  a  useful  addition 
to  our  own  methods  of  treatment. 

The  eflicacy  of  the  elastic  ring  was  to  me  an  accidental 
discovery.  A  lady  suffering  a  good  deal  of  distress  from 
the  bladder,  owing  to  retroflexion  of  the  gravid  uterus. 
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came  under  ray  care,  and  it  was  arranged  that  in  the 
morning  she  should  be  put  under  an  ana3sthetic  and  have 
the  uterus  replaced  by  manipulations  in  the  ordinary 
way.  When  visited  in  the  evening  she  was  complaining 
a  good  deal  of  bladder  discomfort,  and  the  fundus  of 
the  uterus  was  found  to  come  very  low,  causing  also 
some  undue  consciousness  of  the  presence  of  the  rectum. 
I  emptied  the  bladder  completely  with  the  catheter,  and, 
thinking  of  diminishing  the  uneasiness,  I  pushed  the 
uterus  up  a  little  and  introduced  an  elastic  ring  in  the 
hope  of  giving  some  relief  during  the  night.  In  the 
morning  I  learned  that  the  patient  had  passed  a  fairly 
good  night,  and  felt  much  easier.  The  anassthetist 
ai'rived,  and  without  more  ado  proceeded  to  administer 
gas  and  ether.  When  the  patient  was  ready  she  was 
put  on  the  operating  table,  and  when  I  made  an  examina- 
tion before  beginning  manipulations,  I  was  surprised  to 
find  a  tumour  above  the  pubes.  This  was  discovered  to 
be  the  pregnant  uterus  ;  the  ring  had  found  its  way  deep 
into  the  hollow  of  the  sacrum,  and  was  maintaining  the 
uterus  well  up  in  the  pelvis.  Nothing  was  done  ;  the 
patient  was  put  back  to  bed,  the  pessary  was  left  in  situ,. 
and  the  treatment  of  the  case  was  finished. 

In  thinking  over  this  incident  it  did  not  seem  to  me 
to  be  a  mere  accident.  The  pessary  was  slightly  too 
large  to  have  been  used  by  a  patient  not  lying  in  bed  ; 
it  must  have  assumed  in  the  vagina  a  more  or  less  ellip- 
tical form,  and  acted  as  a  lever,  whatever  may  be  said  on 
theoretical  grounds  to  the  contrary.  The  lower  anterior 
portion  of  the  vaginal  canal  is  looser  and  more  moveable 
than  the  upper  portion.  Every  respiration  depresses 
the  lower  anterior  wall,  and  with  it  the  lower  portion  of 
the  ring ;  a  cough  or  a  sneeze  must  produce  a  sudden 
depression  of  the  lower  end,  and  a  tilting  upwards  of 
the  upper  end  ;  voluntary  efforts,  such  as  in  attempts  at 
micturition,  if  they  do  not  displace  the  ring,  must  pro- 
duce the  effects  of  manipulation,  but  by  pressure  more 
evenly    applied,    and   therefore   less    likely    to    produce 
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haemorrhage  into  the  tissues  of  the  ovum,  and  consequent 
abortion. 

So  much  for  theory.  An  opportunity  soon  came  for 
a  practical  trial — a  typical  case  of  retroflexion  of  the 
gravid  uterus  at  three  months,  with  distended  bladder. 
The  preparation  consisted  in  putting  the  patient  to  bed 
and  making  her  lie  on  the  left  side.  To  make  sure  of 
having  the  rectum  empty,  an  aperient,  consisting  of 
calomel,  followed  by  sulphate  of  magnesia  in  acid  syrup, 
was  administered,  and  in  due  course  was  reported  to  have 
acted  well.  The  catheter  was  passed,  and  the  bladder 
was  emptied  just  before  the  ring  was  introduced.  A 
rinsr  was  selected  of  which  the  lower  end  when  com- 
pressed  by  the  vagina  could  be  got  to  pass  just  within 
the  ostium  vagina?  without  causing  discomfort,  and  the 
patient  was  told  to  lie  as  much  as  possible  on  the  left 
side.  Next  day  the  uterus  was  in  its  normal  position, 
and  the  patient  required  no  further  attention.  The  ring 
was  left  in  situ  for  several  weeks. 

Take  as  another  example  a  very  simple  case.  M.  D — , 
aged  32,  admitted  to  the  Southern  Hospital  May  13th, 
1899.  Last  menstruation  February  15th.  Complains  of 
pain  in  back  and  bearing-down  discomfort.  No  retention 
of  urine.  Diagnosis  as  result  of  examination,  retro- 
flexion of  gravid  uterus. 

May  13th. — Soft  ring  inserted. 

May  14th. — Fundus  has  risen  considerablj',  but  not 
yet  quite  normal  in  position.  Watch  spring  pessary  in- 
troduced. 

May  loth. — Uterus  normal  in  position  ;  patient  dis- 
charged. 

Again,  for  illustration,  take  House  Surgeon's  notes  of 
a,  more  complicated  case.  F.  F — ,  aged  36,  admitted  to 
the  Southern  Hospital  June  27th,  1900.  Married  ten 
^•ears,  eight  children.  Last  confinement  seven  months 
since.      One  miscarriage   at    two  monihs,   seven  or   eight 
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yeai's  ago.  Says  that  when  two  months  pregnant  eight 
years  ago^  she  had  a  fall  which  caused  a  miscarriage. 
About  three  years  later,  when  pregnant  about  four  months, 
she  fell  off  the  sofa,  and  found  that  night  she  could  not 
pass  water.  Consulted  a  doctor,  who  did  something 
without  using  instruments,  and  she  then  went  to  full 
time  without  more  trouble.  Since  then  she  has  had  two 
children  without  any  unusual  symptoms. 

Present  condition. — She  has  not  menstruated  since 
March  17th.  On  the  night  of  June  21st  she  found  she 
could  not  pass  water,  so  she  went  to  a  doctor,  who  drew 
off  the  urine.  Since  then  till  to-day  (June  27th)  the 
doctor  has  drawn  off  the  urine  twice  a  day. 

Examination.  —  Abdomen  :  large  distended  bladder. 
Per  vaginam  :  A  large  mass  filling  hollow  of  sacrum  and 
nearly  whole  of  pelvis  continuous  with  the  cervix  uteri, 
which  is  pushed  high  above  the  symphysis  pubis  and 
directed  forwards.  Urine,  tvhich  was  ammoniacal,  was 
drawn  off.      Salol,  etc.,  prescribed. 

The  patient  was  again  examined  in  the  afternoon  by 
Dr.  Sinclair,  who  inserted  a  large  watch-spring  pessai'y 
in  the  vagina. 

June  26th. — Resting ;  comfortable  ;  but  catheter  re- 
quired. 

29th. — Can  now  micturate  freely ;  tumour  felt  in  pelvis 
and  in  hypogastrium. 

30th. — Uterus  in  normal  position  above  the  brim.  Mor- 
phia administered  owing  to  irritable  bladder.  Salol,  etc., 
continued. 

July  4th. — Pessary  changed.  Treatment  of  cystitis 
continued. 

10th. — Discharged  well.      Urine  clear. 

The  action  of  the  elastic  ring  is  well  illustrated  in  the 
history  of  the  following  somewhat  curious  case.  The 
ring  was  inserted  in  the  mistaken  belief  that  the  case 
was  one  of  retroflexed  gravid  uterus.  In  the  evening  of 
July  23rd,  1900,  the  House  Surgeon  sent  word  to  inform 
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me  that  lie  had  admitted  a  patient  with  a  distended 
bhidder  and  retention,  and  a  tumoiu'  down  under  it  in 
the  pelvis.  He  suggested  retroflexion  of  the  gravid 
uterus,  and  asked  if  he  should  do  the  usual  things  and 
introduce  a  ring.  To  this  I  agreed.  When  I  called  at 
the  hospital  next  forenoon,  expecting  another  successful 
case,  I  found  the  following  notes : 

"  E.  Y— ,  aged  52.  Admitted  July  23rd,  1900.  In 
December,  1899,  patient  ceased  to  menstruate  ;  till  then 
regular  ;  twenty-eight  days;  duration  four  days  ;  quantity 
moderately  large ;  dysmenorrhcea  a  day  before  the  flow. 
Eighteen  months  ago  patient  first  had  difficulty  with  her 
water.  This  occurred  only  at  the  menstrual  periods.  On 
one  occasion  the  catheter  had  to  be  used.  Difficulty  in 
micturition  increasing  during  last  six  months.  On  the 
night  before  last  (Jul}'  21st)  patient  got  up  to  pass  water 
and  found  she  could  not.  A  doctor  was  sent  for,  and  he 
drew  it  off.  On  Sunday  (yesterday)  she  could  micturate 
spontaneously.      This  morning  the  difficulty  has  returned. 

"  Examination  in  oiit-patient  room. — Bladder  distended, 
retention.      Urine  drawn  off. 

"Abdominal  i:)ali^ation. — No  swelling  or  tumour  re- 
maining. 

"Examination  per  vaginam. — Cervix  and  vaginal  portion 
pushed  up  behind  symphysis — high  up.  Anterior  fornix 
empty  ;  posteriorly  an  elastic  mass  in  Douglas's  space. 

"Patient  admitted  to  the  hospital. — A  large  ring  pes- 
sary was  inserted  in  the  vagina,  so  large  that  as  it  rested 
there  it  assumed  an  elliptical  shape. 

"July  24th. — A  mass  can  now  be  felt  in  the  hypo- 
gastrium,  reaching  a  little  short  of  the  umbilicus.  That 
in  Douglas's  space  is  smaller,  but  not  quite  gone."  The 
patient  was  comfortable,  and  had  passed  urine  without 
the  catheter.  The  case  struck  me  as  a  curious  illustra- 
tion of  the  action  of  the  ring  aided  by  posture,  and  I  did 
not  interfere  except  with  regard  to  medicinal  treatment. 
In  other  two  days  the   uterus   with  a  fibroid  tumour  was 
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felt  in  the  abdomen.  The  pessary  was  changed  for 
one  more  suitable  for  active  work.  The  patient  was  dis- 
charged well  on  August  4th.  She  was  seen  on  the  29th 
of  October,  and  was  then  quite  comfortable.  The  case 
illustrates  the  occurrence  of  symptoms  produced  by 
downward  displacement  of  a  fibro-myoma  of  the  uterus 
undergoing  involution,  and  shrinking  so  as  to  allow  it  to 
drop  after  the  menopause.  I  have  known  of  the  resort 
to  hysterectomy  in  such  a  case,  but  that  is  another 
subject.  The  relevant  point  here  is  that  the  ring  acted 
on  the  tumour  as  it  has  done  in  every  case  of  retroflexion 
of  the  gravid  uterus  that  has  come  under  my  care  since 
the  treatment  was  first  adopted. 

There  was  one  partial  exception  to  which  attention 
may  be  drawn.  In  the  badly  managed  case  previously 
referred  to  in  which  there  were  hgematoma,  haematuria, 
and  gangrene  of  the  bladder  and  vagina,  the  vaginal 
portion  of  the  uterus  could  not  be  reached  by  the  finger 
on  ordinary  examination,  and  there  was  no  room  in  the 
vagina  for  a  pessary.  It  was  only  after  a  vesico-vaginal 
fistula  had  been  made  under  anaesthesia,  and  the  blood 
in  the  bladder  and  in  the  haematoma  had  been  cleared 
away,  that  it  was  possible  to  touch  the  external  os.  The 
vaginal  portion  was  then  seized  with  a  volsella  and  trac- 
tion made  upon  it,  while  the  lowest  portion  of  the  body 
of  the  uterus  was  manipulated  upwards  in  order  that 
room  might  be  made  for  the  elastic  ring.  After  that 
the  case,  as  far  as  the  action  of  the  ring  was  concerned, 
proceeded  as  in  all  the  rest.  The  operation,  followed  by 
the  introduction  of  the  pessary,  took  place  on  the  29th 
of  April.  Abortion  occurred  on  the  5th  of  May,  with 
the  uterus  in  its  normal  position.  If  it  had  come  on  witli 
the  uterus  in  an  extreme  position  of  retroflexion,  with 
ammoniacal  urine  and  the  debris  of  a  sloughing  vagina 
constantly  flowing  into  the  vagina,  the  final  result  would 
probably  have  been  even  worse  than  a  vesico-vaginal 
fistula  three  quarters  of  an  inch  long  by  half  an  inch 
wide. 
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In  order  that  the  ring  treatment  without  anassthesia, 
without  disagreeable  posturing,  without  manipulations, 
may  be  universally  successful,  it  will  be  necessary  to  get 
patients  to  follow  implicitly  the  directions  laid  down  by 
the  medical  attendant.  Hitherto  I  have  heard  of  only 
one  failure.  The  treatment  was  recommended  in  answer 
to  a  letter  of  inquiry  about  the  case  of  a  patient  on  whom 
I  had  operated  a  year  or  two  before.  As  far  as  the 
doctor  was  concerned  the  treatment  was  carried  out  in 
every  detail,  and  he  kindly  took  the  trouble  of  letting  me 
know  it  had  failed  after  several  days'  trial.  This  led  to 
the  admission  of  the  patient  into  the  Southern  Hospital. 
The  same  treatment  was  repeated,  and  the  uterus  was  in 
its  normal  position  within  twenty-four  hours.  The  pre- 
sence of  a  nurse  and  the  absence  of  any  excuse  or  pretext 
for  getting  up  probably  made  all  the  difference  between 
failure  and  success. 

Without  going  into  any  further  details  of  cases,  it  may 
be  as  well  to  refer  in  conclusion  to  some  points  connected 
with  the  subject. 

There  is  the  question  of  the  part  played  by  retro- 
flexion of  the  uterus  in  producing  abortion.  It  is,  in  my 
opinion,  probably  the  most  common  cause  of  repeated 
abortions  in  the  same  woman,  just  as  deep  laceration  of 
the  cervix  uteri  is  the  most  common  cause  of  repeated 
miscarriages  or  premature  labours.  In  chronic  retro- 
flexion of  the  uterus  the  posterior  lip  is  always  found 
thickened  and  eroded  at  the  child-bearing  time  of  life. 
When  after  abortion,  or  during  the  treatment  required 
for  incomplete  abortion,  the  posterior  lip  is  thick  and 
eroded,  we  may  with  confidence  assume  chronicity  of  the 
displacement,  and  infer  that  the  retroflexion  is  the  cause, 
or  part  of  the  cause,  of  the  abortion,  and  act  accord- 
ingly. 

An  objection  to  the  elastic-ring  treatment  may  be 
raised  by  some,  who  assume  a  difficulty  in  differentiating 
between  simple  retroflexion  of  the  gravid  uterus  and 
extra-uterine   pregnancy.       If   Ave   trust   only   to    digital 
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examination  mistakes  may  occur ;  but  with  care  and 
patience  in  obtaining  the  facts  of  the  case  from  the 
patient,  mistakes  are  hardly  possible.  Without  dis- 
cussing' the  differential  diagnosis,  I  should  like  to  call 
attention  once  more  to  the  fact  that  in  retroflexion  of  the 
gravid  uterus  the  first  prominent  and  constant  symptom 
is  distress  referred  to  the  bladder ;  in  ruptured  tubal 
pregnancy,  whether  the  blood  be  intra-  or  extra-peri- 
toneal,  the  constant  and  prominent  symptom  is  pain  not 
referred  to  the  bladder.  It  is  only  after  suppuration  in 
a  broad-ligament  heematoma  that  tiie  bladder  may  suffer. 

There  are  many  varieties  of  complications  ai'ising  in 
pregnancy  of  the  retroflexed  uterus  with  tumours  either 
of  the  uterus  or  ovary,  but  I  would  submit,  with  all 
respect  for  the  judgment  of  those  who  have  discussed 
them,  that  in  the  early  stage  they  are  cases  of  tumour 
complicated  with  pregnancy,  and  to  be  dealt  with  from 
the  gynaecological,  not  from  the  obstetrical,  standpoint, 
and  consequently  in  pathology  and  treatment  they  belong 
to  an  entirely  different  category. 

In  many  discussions  much,  vastly  too  much  in  my 
opinion,  has  been  made  of  adhesoins  binding  down  the 
uterus  in  its  abdominal  position.  As  has  been  already 
hinted,  I  am  strong  in  the  conviction  that  firm  adhesions 
producing  retroflexion  and  pregnancy  cannot  exist  in  the 
same  case.  If  they  could  exist  then  reposition  by  mani- 
pulation would  be  impossible.  When  such  a  condition  is 
diagnosed,  would  it  not  be  best  to  conduct  an  abortion 
as  an  operation  to  be  finished  at  a  sitting,  not  to  risk 
infection,  or  incomplete  abortion,  by  hesitating  or  feeble 
measures  ?  After  involution  the  uterus  could  be  put  in 
a  position  favourable  to  conception,  normal  pregnancy, 
normal  labour,  and  normal  puerperium,  by  ventrifixation. 
Hysteropexy  in  the  non-pregnant  uterus  is  an  easy  and 
safe  operation  ;  on  the  pregnant  uterus  it  is  formidable 
and  dangerous.  Any  operative  proceedings  which  might 
be  adopted  in  order,  to  some  extent,  to  diminish  the 
danger,  would  almost  certainly  cause  abortion.   Is  hystero- 
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pexy  in  the  pregnant  woman  then  a  justifiable  opera- 
tion ? 

Have  not  the  ill  effects  of  the  use  of  the  catheter 
received  too  little  attention  ?  An  advantage  claimed  for 
the  pessary  treatment  is  that  it  reduces  to  the  minimum 
the  necessity  for  employing  the  catheter. 

With  regard  to  nomenclature,  I  have  used  Latin  terms, 
in  order  to  avoid  controversy.  Is  it  retroflexio  or 
retroversio  ?  My  own  conviction  is  that  retroflexion  is 
the  common  and  formidable  complication.  With  version 
you  do  not  find  the  di-agging  on,  and  lengthening,  and 
distortion  of,  the  urethra,  which  produce  retention  and 
the  evils  that  arise  from  that  condition. 

The  terms  "incarceration"  and  ''fixation"  have 
been  purposely  avoided.  In  all  cases  of  retroflexion 
there  is  incarceration  by  the  pelvic  muscles,  even  when 
the  uterus  is  still  too  small  for  incarceration  by  the  pro- 
montory of  the  sacrum ;  every  gynaecologist  who  has 
any  considerable  experience  of  hysteropexy  must  be  con- 
vinced of  this.  If,  then,  every  case,  or  almost  every  case 
is  incarcerated,  the  term  is  superfluous ;  the  few  excep- 
tions, if  they  exist,  are  those  in  which  the  uterus  is  bound 
down  by  adhesions.  "Fixation"  is  the  proper  term  for  this 
condition  ;  and  for  it  might  be  reserved  the  designation 
retroflexio  uteri  gravidi  fixati.  The  absence  of  any  such 
qualifying  term  would  indicate  a  simple  case  of  retro- 
flexion with  incarceration  by  the  normal  pelvic  structures, 
whether  muscles  or  bones,  or  both. 

How  does  the  pessary  act  ?  Is  it  a  lever  ?  My  belief 
is  that  it  acts  as  a  lever  of  the  first  kind,  with  a  very 
short  limb  posteriorly  ;  but  it  will  be  soon  enough  to 
discuss  the  theoretical  point  when  there  is  a  fair  concen- 
sus of  opinion  that  the  clinical  results  of  its  action  are 
such  as  I  have  endeavoured  to  describe. 

The  President  agreed  that  reteution  of  urine  and  irritability 
of  the  bladder  Avere  very  important  symptoms  for  diagnostic 
puri)Oses.  Of  recent  cases,  Konrad's,  of  Buda-Pestb,  was 
interesting  (' Centralblatt  f.  Gyuiik.,'  1900);  relief  came  too 
late.     Sloughing  of  the  mucous  membrane  of  the  bladder  and 
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death  followed  abortion,  which  occurred  three  days  after  reduc- 
tion of  the  uterus.  He  had  referred  at  the  April  meeting  to 
Unterberger's  case,  where  the  displaced  pregnant  uterus 
obstructed  the  bladder  and  forced  open  the  ui'achus.  Lastly, 
he  dwelt  on  Genamell's  case,  at  Liverpool,  where  a  woman  was 
seized  with  abdominal  pain  and  retention  of  urine  at  the  third 
month,  and  backward  displacement  of  the  gravid  uterus  was 
suspected.  The  mass  in  the  pelvis,  however,  was  found  to  be  a 
fibroid,  which  was  enucleated  through  an  abdominal  incision. 
Pregnancy  continued  to  term  (' Lancet,' Nov.  17th,  p.  1413). 
As  to  diflficulty  in  keeping  the  reduced  uterus  in  place,  the 
President  referred  to  Szanto's  case  ('  Centralbl.  f.  Gryniik.,' 
1900)  where  the  displacement  was  attributed  to  relaxation  of 
the  supports  of  the  uterus,  caused  by  typhoid  fever  ;  the  uterus 
was  replaced  manually.  Under  such  circumstances  recurrence 
of  the  displacement  was  no  doubt  very  probable. 

Dr.  Inglis  Parsons  had  found  that  the  air-ball  pessary, 
which  could  be  distended  after  its  introduction  into  the  vagina, 
answered  very  well,  and  had  succeeded  in  every  case.  He  pre- 
ferred this  gradual  method  of  reducing  the  uterus  to  the  more 
rapid  method  of  manual  reposition,  because  it  was  less  likely  to 
produce  abortion.  Cases  of  retroversion  bound  down  by  adhe- 
sions were  not,  in  his  experience,  at  all  common,  and  he  had 
never  come  across  a  case  of  this  kind  in  Avhich  pregnancy  had 
occurred.  If  confronted  with  this  complication  he  would 
prefer  to  open  the  abdomen,  free  the  adhesions,  and  hope  the 
pregnancy  would  go  to  term,  rather  than  allow  abortion  to  occur 
before  the  abdomen  was  opened. 

Dr.  Galabin  said  that  he  thought  Prof.  Sinclair's  paper  was 
valuable  in  calling  attention  to  a  mode  of  treatment  the  value 
of  which  would  seem  not  to  have  been  duly  apjireciated,  pro- 
vided that  it  proved  as  successful  in  the  hands  of  others  as  in 
those  of  the  author.  He  did  not  think,  however,  that  this  treat- 
ment ought  to  supersede  the  even  simpler  one  of  immediate 
taxis.  He  was  accustomed  to  place  the  patient  in  the  knee- 
elbow  position,  and  apply  pressure  to  the  fundus,  first  from  the 
vagina,  then,  if  that  failed,  from  the  rectum.  His  experience 
was  that  an  anaesthetic  was  not  required  in  one  case  out  of 
twenty.  He  had  been  accustomed,  twenty-five  years  ago,  to 
restore  retroversion  of  the  gravid  uterus  in  the  out-patient  room 
without  even  admitting  the  patient  to  the  hospital.  In  some 
cases,  however,  an  anaesthetic  alone  rendered  the  taxis  practi- 
cable. He  had  never  finally  failed  to  i*educe  a  uterus,  nor  had 
found  it  necessary  to  induce  abortion,  and  for  many  years  had 
employed  nothing  but  immediate  taxis  ;  but  formerly  had  occa- 
sionally had  to  employ  elastic  pressure  by  an  air-ball  in  the 
vagina.  Either  this  restored  the  uterus  by  itself,  or  after  the 
uterus  was  somewhat  raised  the  taxis  succeeded.      His  experi- 
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ence,  therefore,  strongly  confirmed  Prof.  Sinclair's  view,  that 
firm  adhesions  in  connection  with  retroversion  of  the  gravid 
uterus  are  very  rare.  He  had  not  found  abortion  follow  imme- 
diate taxis,  but  had  known  it  occur  during  the  use  of  elastic 
pressure.  He  had  not  employed  the  watch-spring  pessaries  as 
a  primary  treatment,  but  had  always  employed  them,  both  for 
keeping  up  the  uterus  when  restored,  and  in  cases  in  which  the 
restoration  at  fir.st  did  not  appear  quite  perfect.  In  future  he 
should  certainly  tiy  the  plan  when  restoration  could  not  be 
effected  without  an  anaesthetic.  As  regards  the  mechanism  of 
the  pessary,  be  attached  even  more  importance  to  a  leverage 
which  Prof.  Sinclair  had  not  mentioned  than  to  the  one  which 
he  did  mention.  This  resulted  from  the  traction  on  the  cervix 
produced  Vjy  stretching  backward  the  posterior  vaginal  fornix. 
In  this  case  the  uterus  itself  was  the  lever ;  the  fulcrum  was  the 
position  of  the  internal  os,  where  the  uterus  is  most  fixed  by  its 
ligaments;  and  the  dragging  of  the  cervix  backward  tended  to 
tilt  the  fundus  forward.  It  was  well  known  that  both  kinds  of 
leverage  are  attributed  to  the  Hodge's  pessary  in  its  action  on 
the  uninipi'egnated  uterus,  and  the  same  would  apply  to  the 
gravid  uterus. 

Dr.  Herbert  Spencer  agreed  with  Dr.  Galabiu  that  manual 
reposition  was  usually  all  that  was  required.  He  always 
recommended  the  wearing  of  an  elastic  ring  pessary  after  the 
uterus  had  been  replaced.  On  one  occasion  the  displacement 
recurred  while  the  ring  was  in  situ  ;  since  then  he  had  employed 
a  somewhat  stiff  ring  to  retain  the  organ  in  position.  He 
thought  the  method  advocated  by  Dr.  Sinclair  -was  of  value  for 
those  cases  which  could  not  be  easily  or  immediately  replaced 
by  hand. 

Dr.  Drummond  Robinson  referred  to  a  case  of  incarcerated 
retroverted  gravid  uterus  which  he  had  seen  when  he  was 
clinical  clerk  to  the  late  Dr.  Matthews  Duncan.  Patient,  aged 
twenty-four,  [iregnant  for  the  first  time,  had  retention  of  urine 
on  Novfinber  6th,  soon  followed  by  constant  dribbling  of  urine. 
On  November  28th  nine  pints  of  amnioniacal  urine  w^ere  drawn 
off  by  catheter.  On  December  6th,  after  many  unsuccessful 
attem])ts  to  replace  the  retroverted  gravid  uterus.  Dr.  Duncan 
induced  abortion.  On  December  5tli  protrusion  and  redness 
of  the  umbilicus  was  noticed,  and  a  few  hours  afterwards  offen- 
sive urine  began  to  ooze  from  it;  this  continued  until  the 
patient's  death  on  Dei-ember  20th.  The  mucous  membrane  of 
the  bladiler  began  to  slougli  and  to  be  passed  per  nrethram  soon 
after  patient's  admission  to  hospital.  At  the  post-mortem  exa- 
mination, the  mucous  membrane  of  the  bladder  was  almost 
tomi>letely  absent ;  the  bladder  communicated  with  a  fistula  at 
the  umbilicus.  The  uterus  was  not  adherent  in  Douglas's  pouch  ; 
the  riirht  broad  ligament  contained  an  abscess.     Dr.  Duncan 
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stated  tliat  he  had  never  previously  beeu  obliged  to  induce 
abortion  for  this  condition. 

Dr.  BoxALii  thought  that  Ave  were  much  indebted  to  Prof. 
Sinclair  for  drawing  attention  to  the  fact  that  abdominal  section, 
or  any  severe  method  of  treatment,  is  rarely  called  for.  For  his 
part,  he  had  never  met  with  a  case  which  Avould  not  yield  to  well- 
directed  pressure,  and  he  doubted  if  any  one  present  had  met 
with  a  case  which  necessitated  even  puncture  before  the  uterus 
could  be  replaced.  He  regarded  chloroform  as  useful  in 
enabling  the  reduction  to  be  effected  with  less  force,  and  conse- 
quently with  less  danger  of  producing  abortion  than  when  no 
anaesthetic  was  given. 

Dr.  EwEN  Maclean  cited  a  case  of  retroverted  gravid  uterus 
at  the  fourth  month  in  a  primipara.  The  symptoms  w^ere 
urgent  and,  the  usual  manipulations  failing,  the  patient  was 
admitted  to  hosj^ital  with  a  view  to  the  administration  of  an 
anaesthetic.  After  left  decubitus,  however,  for  several  hours 
the  uterus  suddenly  reduced  itself  into  normal  position. 
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THE  ESSENTIAL  FACTOR  IN  THE  CAUSATION 
OF  SEX  :  A  NEAV   THEORY  OF  SEX. 

By  E.  RuMLEY  Dawson,  L.R.C.P.Lond.,  M.R.C.S. 

(Received  October  3rd,  1900.) 
{Abstract.) 

The  ovaries  normally  discharge  ova  independently  of  eacli 
other, — that  is,  they  do  not  work  simultaneously,  they  probably 
work  alternately.  Proof — the  number  of  cicatricial  pits  or 
depressions  the  result  of  ruptured  Graafian  follicles  are  nearly 
equal  in  each  ovary,  and  together  they  equal  the  number  of 
menstrual  periods  passed. 

Normal  single  pregnancy  is  the  result  of  the  fertilisation  of 
an  ovum  from  one  ovary  only,  by  the  combined  secretion  of 
both  testicles;  therefore  the  male  parent  does  not  influence 
the  sex  of  the  coming  child. 

The  sex  of  the  child  depends  upon  which  ovary  supplied  the 
ovum  fertilised  ;  if  the  right  a  male,  if  the  left  a  female. 

This  is  proved  by  cases  of  ovariotomy  where  one  ovary  only 
is  removed.  The  subsequent  pregnancy  gives  a  child  corre- 
sponding in  sex  to  the  ovary  which  is  not  removed  (see  Dr. 
Wetherell's  and  Dr.  McKerrou's  cases). 

It  is  also  proved  by  cases  of  tubal  pregnancy  Avhere  by 
operation  a  male  foetus  is  removed  from  the  right  tube,  the 
corpus  luteum  being  in  the  right  ovary  ;  and  vice  versa  a  female 
foetus  occupies  the  left  tube,  the  corpus  being  in  the  left  ovary. 

Cases  are  quoted  to  show  that  the  affected  tube  in  tubal 
pregnancy,  and  in  tubal  moles,  is  generally  on  the  same  side  as 
the  corpus-luteum-bearing  ovary. 
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Cases  where  either  tubal  or  coriiual  pregnancy  occurs  on  the 
opposite  side  to  the  coi'pus-luteum-bearing-  ovary  are  unusual, 
and  explained  by  two  theories,  viz.  : 

(a)  The  grasping  by  the  tube  of  one  side,  of  the  ovary  of 
the  opposite  side. 

(b)  The  transmigration  of  ova. 

Both  theories  are  criticised,  and  both  are  shown  to  be  probable  ; 
each  occasionally  occurs.  That  the  tubes  can  cross  over  is 
proved  by  cases  from  operations  and  post-mortems. 

The  sex  theory  is  also  proved  by  the  presence  of  a  portion  of 
healthy  ovary  on  one  side,  the  other  being  disintegrated  by 
advanced  disease. 

The  production  of  twins  and  plural  births  is  also  considered. 
Here  the  ovaries  must  act  at  or  about  the  same  time  when  the 
sex  of  the  twins  is  different,  while  when  twins  are  the  same  sex 
it  is  proved  (see  Tufnell's  case)  that  the  ovary  of  one  side  had 
provided  two  ova. 

Unilateral  sterility  is  shoAvn  to  account  for  those  cases  where 
the  children  are  all  the  same  sex,  or  where,  after  a  child  of  one 
sex  is  born,  the  remainder  ai'e  of  the  opposite  sex. 

The  usual  mixture  of  children  as  regards  sex,  which  most 
parents  have,  is  due  to  both  ovaries  usually  being  active,  and 
thus  supplying  children  of  each  sex. 

There  are  two  ovaries  only,  and  two  sexes  only. 

Fibroids  of  the  uterus  account  for  those  rare  cases  where 
corpora  lutea  simulating,  at  least  in  size,  those  of  pregnancy 
occur  independently  of  pregnancy. 

The  rainty  of  true  hermaphroditism  is  pointed  out,  no  case 
of  functional  activity  of  both  genital  glands  in  one  individual 
being  known. 

A  short  history  of  the  paper  is  also  given. 

The  problem  of  the  origin  and  determination  of  sex 
is  certainly  one  of  the  most  interesting  and  fascinating 
in  the  whole,  realm  of  medicine ;  it  has,  however,  re- 
mained so  far  unsolved.  It  has  not  hitherto  been  dis- 
cussed by  this  Society. 

It  has  given  vise  to  endless  theories,  most  of  which  are 
incapable  of  proof,  or  else  are  easily  disproved. 
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The  following  are  some  of  the  theories  which  have 
been  advanced  : 

1.  Due  to  age  of  parents. 

2.  Strength  of  parents. 

3.  Number  of  spermatozoa. 

4.  Night  and  morning  coitus. 

5.  Side  of  wife  you  sleep  on.  (Left  a  female,  right  a 
male.) 

6.  Nutrition  theories. 

Geddes  and  Thomson  {'  Evolution  of  Sex ')  say  a  hata- 
holic  habit  of  body,  i.  e.  tendency  for  waste  to  exceed 
repair,  leads  to  males.  Anaholic  habit,  where  construc- 
tion or  repair  exceeds  waste,  leads  to  females.  Attempts 
to  prove  this  theory  made  on  tadpoles  ! 

Dr.  Andrew  Wilson,  F.R.S.E.  ('Lancet,'  September 
26th,  1891,  p.  713),  thinks  exactly  the  opposite — 
anaholism  producing  males,  Icatabolism  females. 

Professor  Schenk,  of  Vienna,  has  also  a  nutrition 
theory. 

I  do  not  propose  to  discuss  other  people's  theories,  but 
to  bring  before  you  one  for  which  I  am  myself  responsible, 
and  of  which  I  claim  to  be  the  originator,  it  having  been 
evolved  by  me  ;  further,  I  try  to  prove  it  in  an  entirely 
new  and  original  manner. 

In  introducing  this  subject  it  will  be  necessary  to 
shortly  allude  to  both  menstruation  and  ovulation. 

We  know  that  Graafian  follicles  are  scattered  through 
the  substance  of  the  ovary ;  that  the  Graafian  follicle 
contains  the  ovum  or  ovule,  which  "  contains  a  germinal 
reside  or  nucleus  which  is  sometimes  double."  This  vesicle 
contains  a  germinal  spot  or  nucleolus.  (Playfair,  '  The 
Science  and  Practice  of  Midwifery,'  1884,  vol.  i,  p.  59. 
See  also  Norris  and  Dickinson's  American  Text-Book  of 
Obstetrics,  1897,  vol.  i,  p.  71). 

We  know  that  the  chief  function  of  the  genital  gland 
or  ovary  is  the  maturing  of  Graafian  follicles,  and  that  on 
rupturing  an  ovtim  is  discharged.  The  rent  in  the  sub- 
stance of  the  ovary   then   begins   to  heal,  and  its  cavity 
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fills  up,  giving  rise  to  tlie  fonuation  of  the  corpus  luteum. 
This  corpus  luteum  varies  according  to  whether  the  ovule 
or  ovum  discharged  is  fertilised  or  not  ;  if  not  fertilised, 
the  site  of  the  follicle  becomes  gradually  oblitei-ated,  so 
that  after  about  two  months  only  a  depressed  cicatrix, 
or  pit,  shows  on  the  surface  of  the  ovary  from  whence 
the  ovum  was  discharged.      This  is  shortly  ovulation. 

Most  authorities  agree  that  ovulation  and  menstruation 
occur  together  ;  some  hold  that  ovulation  starts  men- 
struation, others  say  there  is  no  connection,  as  ovulation 
may  occur  independently  of  menstruation. 

Dr.  Eobert  Cory  ('Lancet,'  November  7th,  1891)  says, 
"  Menstruation  properly  considered  is  only  the  abortion 
of  an  unimpregnated  ovum  or  egg.'' 

If  the  discharged  ovum  is  fertilised  we  get  pregnancy, 
and  the  so-called  corpus  luteum  of  pregnane}'.  This 
corpus  luteum  of  pregnancy  is  a  very  much  enlarged 
edition  of  the  other,  and  at  the  ninth  month  of  preg- 
nancy is  very  evident  on  section  of  the  ovary,  while 
"  cicatrisation  is  not  complete  till  two  mouths  after 
delivery"  (Playfair,  vol.  i,  p.  68). 

As  to  which  ovum  is  fertilised  when  pregnancy  occurs, 
that  of  the  last  period,  or  that  of  the  first  period  missed, 
which  is  Loewenhardt\s  theory,*  opinions  differ,  but  it 
does  not  concern  us  now  ;  while  as  to  Avhich  ovary  sup- 
plied the  ovum  that  was  fertilised  we  are  absolutely 
ignorant  without  either  an  operation,  say  for  ectopic 
pregnancy,  or  a  post-mortem  allowing  us  to  see  the  corpus 
luteum. 

Normally  both  ovaries  are  active  ;  in  both  the  matu- 
ration of  Graafian  follicles  is  an  almost  continuous 
process.  A  Graafian  follicle  matures,  approaches  the 
surface,  and  eventually  rupturing  discharges  an  ovum, 
which,  unless  fertilised,  is  finally  washed  out  of  the  uterus. 

Now  I  wish  especially  to  point  out  that  in  spite  of 
there  being  tivo  ovaries,  they  do  not  normally  work 
synchronously,  but  that  one  ovary  only  discharges  an 
*  Hart  and  IJarbour,  '  Manual  of  (iynsccology/  1883,  p.  87. 
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ovam  at  a  time  ;  in  fact,  that  double  or  bilateral  ovulation 
is  not  normal. 

Xegrier  says  ['  Researches  (Anatomical  and  Physio- 
logical) on  the  Human  Ovary'  (Paris,  1840)]  ''the 
ovaries  perform  alternately,  for  he  finds  in  one  ovary  a 
recently  ruptured  follicle,  and  in  the  opposite  ovary  one 
coming  forward.''  Further,  he  says  that  "  in  women, 
having  double  uterus  and  vagina,  the  menses  have  come 
from  each  side  alternately." 

That  unilateral  ovulation  is  the  rule  is  proved  post 
mortem  by  cases  where  only  a  few  and  definite  number 
of  menstrual  periods  have  occurred ;  we  are  then  able  to 
see  and  count  the  cicatricial  pits  or  scars,  the  remains  of 
the  corpora  lutea,  and  find  them  in  the  two  ovaries 
together  to  equal  the  number  of  periods  passed.  We  do 
not  find  that  each  ovary  has  pits  or  scars  equal  in  number 
to  the  number  of  menstrual  periods,  but  that  if,  for 
example,  as  in  one  of  the  following  cases,  only  three  periods 
had  been  experienced  during  life,  each  ovary  has  not  three 
pits  or  scars,  but  the  two  ovaries  have  three  scars  between 
them. 

The  following  cases  support  this  : 

Mr.  Gird  wood  (Braithwaite's  '  Retrospect  of  Medicine 
and  Surgery,'  vol.  vii,  January  to  June,  1843,  Article 
102,  pp.  261 — 263)  exhibits  a  preparation  taken  from  a 
young  unmarried  female  who  he  knew  had  menstruated 
thirty-six  times.  ''  The  ovaries  presented  several  indenta- 
tions or  small  cicatrices  about  the  size  of  mustard  seeds. 
From  thirty-two  to  thirty-four  of  these  marks  could  be 
detected,  about  eighteen  in  one,  and  sixteen  in  the  other 
ovary." 

"  A  young  woman  died  under  my  care.  She  had  men- 
struated three  times.  The  surfaces  of  one  ovary  pre- 
sented two  cicatrices,  that  of  the  other,  one." 

"  Jane  C — ,  aged  18,  died  of  consumption.  She  had 
menstruated  only  six  times.  We  could  readily  detect 
five  depressions  or  cicatrices,  three  on  one,  two  on  the 
other  ovary,  of  a  sixth  we  were  doubtful." 
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If,  now,  this  single  ovum  be  fertilised,  we  get  what 
is  normal  in  mankind,  viz.  a  single  birth  ;  if  double  or 
bilateral  ovulation  were  the  rule,  and  there  were  always 
two  ova  shed,  surely  both  would  usually  be  fertilised,  and 
twins  would  become  the  rule  and  single  pregnancies  the 
exception. 

If,  as  must  and  does  sometimes  occur,  the  two  ovaries 
happen  to  have  equally  matured  each  a  Graafian  follicle, 
we  get  a  simultaneous,  or  nearly  so,  rupture  of  the  follicles 
and  discharge  of  the  contained  ova ;  that  is,  we  get  two 
ova  to  be  possibly  fertilised ;  for,  of  course,  this  does  not 
necessarily  always  occur. 

Should  fertilisation  of  both  occur  we  get  two  foetuses, 
that  is  twins,  owing  their  origin  to  the  fertilisation  of  ova 
or  ovules  from  different  ovaries,  the  sexes  differing,  as 
we  shall  see  later.  This  is  not,  however,  the  only  mode 
of  origin  of  twins,  but  it  is  the  commonest ;  but  I  will 
refer  to  the  subject  of  twins  further  on. 

This  brings  me  now  to  the  dominant  influence  of  the 
supplying  ovary  over  the  sex  of  the  resulting  foetus. 
The  supplying  ovary  is  in  reality  the  essential  factor  in 

THE   causation  OF  SEX. 

This,  then,  is  my  theory,  that  the  sex  of  the  foetus  is 
not  due  to  the  male  parent,  but  depends  on  which  ovary 
supplied  the  ovum  which  was  fertilised,  and  so  became 
that  foetus. 

I  find  that  a  male  foetus  is  due  to  the  fertilisation  of 
an  ovum  that  came  from  the  right  ovary,  and  a  feviale 
foetus  is  due  to  the  fertilisation  of  an  ovum  that  came 
from  the  left  ovary.      This  I  shall  now  proceed  to  prove. 

We  have  just  seen  that  normally  one  ovary  discharges 
an  ovum,  and  this  when  fertilised  leads  to  a  normal 
single  pregnancy  ;  if  on  examining  a  child  we  find  it  to 
be  a  male,  and  the  right  ovary  to  contain  a  well-marked 
corpus  luteum,  we  are  justified  in  saying  that  the  ovum 
from  that  right  ovary  produced  a  male  fcetus.  This 
I  find  to  be  always  so,  and  the  following  cases  will 
prove  it. 

VOL.  XLII.  26 
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Bemutz  and  Goupil*  (vol.  i,  p.  249). — "  A  woman,  aged 
34,  had  had  three  children  prematurely,  and  was  pregnant 
the  fourth  time,  the  condition  being  accompanied  by 
extreme  prostration  and  a  good  deal  of  pain  on  the  right 
of  the  pelvis.  At  the  end  of  the  third  month  she  ex- 
pelled per  vaginam  a  mole  the  size  of  an  egg.  [Probably 
uterine  decidua. — E.  R.  D.]  Six  days  after  this  she 
experienced  most  agonising  pain  in  the  hypogastric 
region,  accompanied  by  severe  vomiting,  and  soon  after 
this  she  died. 

"  On  examination  a  male  foetus  was  found  in  the  right 
iliac  fossa,  but  still  attached  to  the  right  ovary  by  the 
umbilical  cord.  The  ovary  itself  was  ruptured  on  its  under 
side.  The  organs  on  the  left  side  were  healthy.  The 
uterus  was  much  thickened,  and  large  enough  to  admit 
a  foetus  of  three  months  ;  such  an  one  was  found  in  the 
abdomen." 

Bemutz  and  Gotipilf  (vol.  i,  pp.  249,  250). — '"A  lady 
had  borne  eight  children  when,  after  an  interval  of  five 
years,  she  became  pregnant  for  the  ninth  time. 

"At  the  third  month  she  became  very  weak,  had  colicky 
pains,  with  symptoms  of  approaching  labour,  and  died  in 
nine  hours.  On  opening  the  abdomen  a  large  quantity 
of  blood  was  found  effused,  and  in  removing  this  a  male 
foetus  about  an  inch  long  was  discovered. 

"  It  was  found  afterwards  that  the  right  ovary  was 
ruptured  in  its  length,  and  that  the  foetus  had  been 
developed  therein." 

Jemima     Hammond. — Jemima     H — ,    aged     40,    four 

*  Bemutz  and  Goupil,  'Diseases  of  Women,'  vol.  i,  p.  240,  published  by 
New  Sydenham  Society,  1866,  quoted  from  '  Bibliotheque  niedicale,'  vol. 
xxxviii,  p.  2G5;  and  Dezeimeris,  'Journal  des  connaissances  medico-chirurgi- 
cales,'  1837. 

t  Quoted  by  Bemutz  and  Goupil  from  '  Observation  de  M.  de  Saint 
Moressy,  medicin  de  Ribernc  en  Saintonge,'  1662  (dans  Duverney,  '  QJuvres 
anatomiques,'  Paris,  1761,  vol.  ii,  p.  350). 
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raontlis  pregnant.  Admitted  an  in-patient  at  Westminster 
Hospital  for  stiff  knee-joint. 

She  suddenly  developed  acute  suppurative  peritonitis, 
whicli  led  to  her  aborting.  The  foetus  was  removed 
shortly  before  her  death,  which  occurred  on  November 
30th,  1889. 

On  examination  the  foetus  was  found  to  be  a  male* 
Post  mortem  the  left  ovary  was  normal,  the  right  slightly 
enlarged,  and  containing  a  well-marked  corpus  luteum. 

TufnelVs  case  {'  New  Sydenham  Society's  Year  Book,' 
1862,  p.  339). — "  The  patient  had  seven  years  before  given 
birth  to  a  living  child.      Again  pregnant.    .    .    , 

"  Post  mortem  three  or  four  quarts  of  fluid  and  clotted 
blood  were  found  in  the  abdomen,  with  a  small  foetus  float- 
ing therein.  There  was  a  rent  in  the  right  Fallopian  tube, 
and  a  cyst,  from  which  the  foetus  had  escaped.  Right 
Fallopian  tube  and  ovary  agglutinated  ;  foetus  one  inch 
long.  The  uterus  contained  a  healthy  male  fcetus,  pro- 
portionate to  the  date  of  conception.  The  cystic  cavity 
in  the  right  Fallopian  tube  contained  a  solid  organised 
mass  like  a  miniature  placenta.  There  were  two  distinct 
corpora  lutea  in  the  right  ovary." 

We  have  here  two  foetuses  and  two  corpora  lutea  in  the 
same  ovary,  the  right  ;  the  sex  {male)  is  only  given  of 
one  fcetus.      It  is  a  twin  male  conception  undoubtedly. 

Dr.  J.  A.  WethereW s  case  {left  ovary  removed,  subse- 
quent birth  of  male  child),  '  Lancet,'  April  28th,  1888. — 
Conception  after  ovariotomy. 

"  The  patient,  Ann  H — ,  unmarried ;  at  the  age  of  25, 
in  1882,  her  menstruation  became  irregular,  and  she  first 
noticed  a  tumour  rising  in  her  abdomen.  Her  medical 
attendant  diagnosed  the  case  as  one  of  ovarian  tumour. 
She  placed  herself  under  the  care  of  Dr.  Granville  Ban- 
tock  in  the  Samaritan  Free  Hospital.      The  case  was  one 

*  By  Drs.  B.  Potter,  K.  G.  Hebb,  and  E.  R.  Dawson. 


364  ESSENTIAL    FACTOR    IN    THK    CAUSATION    OF    SEX. 

of  fibroid  tumour  of  the  uterus  in  a  state  of  cystiform 
degeneratiou.  I  tried  to  lift  out  the  tumour,  but  it  so 
invaded  the  broad  ligament  on  the  right  side  that  its 
removal  in  the  usual  way  was  impossible.  Fancying 
there  was  nothing  to  be  done  but  to  remove  the  ovaries, 
with  the  view  of  checking  the  growth  of  the  tumour,  I 
removed  the  left  ovary,  which  was  easily  got  at. 

"  The  right  ovary  was  nowhere  to  be  found. 

"  I  now  looked  again  very  carefully  at  the  tumour,  and 
as  it  felt  as  if  there  might  be  some  deep-seated  fluid  iu 
it,  I  tapped  it,  and  got  out  nearly  a  pint  of  a  dirty-looking 
fluid.  There  was  no  way  of  removing  the  tumour.  I 
laid  the  tumour  very  freely  open.  She  left  the  hospital 
a  mere  shadow  of  herself  before  her  illness. 

"  For  four  years  she  enjoyed  fairly  good  health.  She 
was  now  quite  stout  and  married. 

"  In  July,  1887,  I  delivered  her  of  a  fine  healthy  child. 
She  nurses  her  baby  boy  herself." 

Here  is  a  case  of  a  tumour  implicating  the  right  broad 
ligament ;  the  riglit  ovary  was  evidently  pushed  away  by 
this  growth,  and  was  not  found,  or  it  too  would  have 
been  removed.  The  left  ovary  was  removed.  Some 
years  after  (being  married)  she  w'as  delivered  of  a  child 
(a  male).  The  ovum  here  must  necessarily  have  been 
derived  from  the  right  ovary  ;  for,  although  not  found  at 
the  time,  the  right  ovary  or  some  portion  of  it  must  have 
been  able  to  perform  its  function,  in  spite  of  the  tumour 
in  the  right  broad  ligament  four  years  before.  Although 
the  ovary  was  displaced  by  the  tumour,  the  right  ovary, 
or  part  of  it,  retained  the  power  to  mature  and  discharge 
an  ovum,  which,  becoming  impregnated,  led  to  the  birth 
of  a  male  foetus. 

Dr.  H.  U.  Spencer's  three  cases  of  Porro's  operation 
('Trans.  Obstet.  See.,'  1896,  pp.  397  and  399). — Dr. 
H.  R.  Spencer  removed  pregnant  uterus  owing  to 
fibroids  in  the  first  case.      Tlie  child  was  a  female,  and 
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though  the  corpus  luteum  is  not  mentioned,  the  left  ovary 
was  the  larger  of  the  two. 

In  the  third  case,  however  (pp.  417  and  418),  child 
boy.      Corpus  luteum  in  right  ovary. 

"  The  child  extracted  was  a  boy,  and  there  v/as  a 
well-marked  corpus  luteum  in  the  right  ovary.'' 

Mrs.  P.  was  delivered  of  a  hoy  Avho  survives.  The 
patient  died  of  puerperal  septicaemia.  At  the  P.M.,  at 
which  I  was  present,  there  was  a.  well-marked  corpus 
luteum  in  the  rigJit  ovary,  none  in  the  left.  Placental  site 
in  mid-line  of  the  anterior  wall  of  uterus. 

The  following  cases  help  to  prove  my  theory,  though 
they  are  not  conclusive,  owing  to  the  absence  of  mention 
of  corpus  luteum. 

Taylor's  case  (J.  W.  Taylor,  '  Obstet.  Trans./  1897, 
pp.  183 — 185). — Abdominal  pregnancy.  Right  tube, 
male  child.  ''  The  pregnancy  may  be  regarded  as 
originally  one  of  the  right  Fallopian  tube.  The  child 
weighs  7  lbs.,  and  is  a  male  foetus.'' 

"  It  was  impossible  to  say  whether  the  right  ovary  had 
been  removed  with  the  placenta,  or  whether  it  had  been 
left  in  the  pelvis  below  the  reflections  of  the  sac." 

Grdlingworth's  case  (C.  J.  CuUiugworth,  '  Obstet. 
Trans.,'  1893,  pp.  157  and  159). — Sac  on  right  side  ; 
male  child. 

"  The  sac  containing  the  foetus  consisted  of  the  right 
broad  ligament.  The  stretched  Fallopian  tube  ran 
diagonally  upwards  and  outwards,  and  then  ceased  to  be 
traceable  as  a  distinct  tube." 

"  The  foetus  was  one  of  the  male  sex." 

Meredith's  case  (W.  A.  Meredith,  '  Obstet.  Trans.,' 
189'2,  p.  240,  etc.). — Both  ovaries  diseased,  right  the 
least.  Child  a  male.  Performed  double  ovariotomy 
during  pregnancy. 

"  The  larger  tumour  of   the  two  was  extremely  multi- 
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locular.  The  riglif  ovary,  situated  anterior  to  the  main 
or  larger  tumour,  contained  one  main  cavity,  etc." 

"  Subsequently  the  pregnancy  terminated  in  the  birth 
of  a  well-developed  hoy." 

It  is  only  reasonable  to  expect  that  the  ovary  that 
was  only  slightly  affected  should  have  yielded  the  ovum. 
It  was  the  right  ovary  that  had  the  smaller  tumour,  and 
the  resulting  child  was  a  boy. 

J.  Bland-Sutton's  case  (J.  Bland-Sutton,  ^  Trans.  Obstet. 
Soc.,'  1891,  pp.  71  and  72). — Tubal  pregnancy.  Drawing 
shows  sex  male,  and  (?)  corpus  luteum  in  right  ovary. 

"  Fluid  blood  has  escaped  from  a  rent  in  the  right 
broad  ligament.  The  Fallopian  tube  on  that  side  was 
enlarged,  and  was  removed  with  the  ovary.  The  embryo 
appears  to  have  lodged  in  the  rigid  Fallopian  tube."  The 
drawing  which  accompanies  the  case  shows  the  foetus  to 
be  a  male,  and  what  is  possibl}'  the  corpus  luteum  in  the 
right  ovary,  for  the  left  was  not  removed. 

On  the  other  hand,  I  find  that  the  left  ovary  produces 
ova  which,  when  fertilised,  give  rise  to  female  children. 
The  following  cases  support  this  : 

Left  tubal  gestation.  Child  female.  Corpus  luteum 
not  mentioned. 

Jonathan  Hutchinson's  case  ("  Case  of  Extra-uterine 
Foetation  simulating  Ovarian  Dropsy,"  '  Lancet,'  Jul}' 
19th,  1873,  p.  71,  by  J.  Hutchinson,  F.R.C.S. ;  '  Braith- 
waite's  Retrospect,'  vol.  Ixviii,  1873). 

"  At  the  post-mortem  examination  we  found  the 
tumour  adherent  everywhere  to  the  abdominal  wall  and 
omentum.  On  cutting  into  the  cyst  the  body  of  a 
macerated  foetus  was  found.  It  was  a  female,  and  at 
full  terra.  On  further  dissection  of  the  parts  the  case 
proved  to  be  one  of  gestation  in  the  left  Fallopian  tube. 
The  left  Fallopian  tube  could  be  traced  for  a  short  dis- 
tance on  the  front  of  the  cyst.  The  left  broad  ligament 
passed  downwards  from  the  front  of  the  cyst,  and  between 
its  extremity  and  that  of  the  Fallopian  tube  was  a  thickened 
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mass,  which  might  perhaps  be  the  remains  of  the  ovary, 
but  it  was  not  practicable  accurately  to  identify  it." 

.Reeves's  case  {''  Ectopic  Ovarian  Gestation,^'  H.  A. 
Reeves,  F.R.C.S.Edin.,  'Lancet,'  October  25th,  1890, 
p.  872). — Left-sided  pregnancy;  child  female.  Right 
ovary  cirrhotic. 

"  On  opening  the  abdomen  a  large  tumour  was  exposed. 
The  shoulder  and  head  of  a  foetus  were  then  felt.  The 
broad  ligament  was  then  tied  close  to  the  uterus.  The 
placenta  was  inside  the  foetal  membranes,  which  were 
enclosed  between  the  layers  of  the  left  broad  ligament, 
and  the  normal-looking  Fallopian  tube  was  stretched 
across  the  upper  and  anterior  aspect  of  the  tumour.  No 
trace  of  the  left  ovary  could  be  seen  or  felt,  and  in 
peeling  off  the  membranes,  which  were  firmly  adherent 
in  places,  a  portion  of  the  posterior  layer  of  the  broad 
ligament,  corresponding  to  the  usual  position  of  the 
ovary,  was  removed  with  them. 

"  The  right  ovary  was  cirrhotic,  and  was  not  removed. 
The  foetus,  which  looked  like  a  full-termed  one,  was  a 
female.'" 

Mr.  Reeves  says,  "  There  can  be  no  doubt  this  was  a 
genuine  case  of  true  ovarian  pregnancy." 

Remarks. — Although  this  is  probably  not  the  case,  yet 
it  was  an  undoubted  left-sided  pregnancy,  with  the 
resulting  foetus  a  female. 

That  the  ovum  came  from  the  left  ovary  is  rendered 
more  evident  by  the  fact  of  the  cirrhotic  condition  of  the 
opposite  or  right  ovary. 

Dr.  Herman's  case  (' Trans.  Obstet.  Soc.,'  1897,  pp.  135 — 
137), — Disease  of  right  ovary.  Child  female.  No  corpus 
luteum. 

"  On  the  rirjht  side  a  cheesy-matter-containing  body 
was  attached  to  the  right  broad  ligament ;  examined 
microscopically  it  was  thought  to  be  the  ovary. 

''  The  foetus  was  a  female."  Corpus  luteum  not  men- 
tioned. 
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The  right  ovary  being  disintegrated  and  diseased, 
the  left  ovary  must  have  supplied  the  ovum,  and  the  child 
was  consequently  a  female. 

Dr.  Cidlingioorth's  case  {'  Lancet/  August  25th,  1888, 
p.  391). — Left  tube  ;  child  female.  No  corpus  luteum 
given. 

"  On  August  16th,  at  St.  Thomas's  Hospital,  Dr.  Cul- 
lingworth  removed  a  fcEtus  weighing  2  lbs.  13  oz.,  and 
measuring  17  inches  in  length,  through  an  incision  in  the 
anterior  abdominal  wall.  The  sac  in  which  this  was 
contained  was  very  thin,  and  formed  by  the  greatly 
dilated  left  Fallopian  tube.  The  duration  of  the  preg- 
nancy was  sixteen  months  ;  the  foetus  was  well  preserved, 
and  had  the  appearance  of  fully  eight  months'  develop- 
ment." 

On  writing  to  Dr.  C.  to  ascertain  the  sex,  he  says 
(September  1st,  1888),    ''The  child  luas  a  female." 

I  am  aware  that  this  case  is  not  very  complete, 
tliere  being  no  site  of  corpus  luteum  given  ;  but  in  tubal 
pregnancies  it  is,  I  think  I  may  say,  almost  invariably 
the  case  that  the  tube  affected  and  the  ovary  which  sup- 
plied the  ovum  are  on  the  same  side  of  the  uterus,  so 
that  I  feel  myself  justified  in  ascribing  the  ovum  to  the 
left  ovary,  and  hence  the  foetus  was  a  female.  See  a  case 
by  Dr.  Lowers  in  '  Diseases  of  Women,'  1897,  p.  375 — 
riyht  tubal  pregnancy,  large  corpus  luteum  in  right 
ovary,  no  corpus  luteum  in  left  ovary  ;  also  the  case  in 
Tait's  '  Ectopic  Pregnancy,'  p.  94,  by  Dr.  Maury,  of 
Memphis. — Pregnancy  in  the  right  tube,  no  trace  of  right 
ovary,  being  lost  in  sac  wall.  Left  ovary  much  shrivelled, 
and  otherwise  changed  in  appearance  ;  also  Tait's  case 
(p.  46),  and  Herman's  (quoted  by  Sutton,  '  Diseases  of 
Ovaries,'  1891,  p.  367),  where  after  removal  of  one 
gravid  tube  and  ovary  that  of  the  other  side  is  similarly 
affected. 

Dr.  Amand  Routh  {'  Trans.  Obstet.  Soc.,'  1898,  p.  307), 
in  a  case  of  "  Uterine  appendages   showing  hsematosal- 
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pinx/'  says,  "  These  bilateral  appendages  were  removed. 
The  uterus  was  enlarged,  and  this  condition,  with  the 
dilated  tube  and  the  corpus  luteuni,  was  taken  to  mean 
that  an  early  tubal  gestation  was  present,  especially  as 
the  corpus  luteum  was  on  the  same  side  as  the  tubal 
swelling.'^ 

Subsequently  the  patient  was  found  to  be  pregnant 
five  months,  "  so  that  at  the  date  of  the  removal  of  the 
appendages  she  must  have  been  two  and  a  half  months 
pregnant.  Her  labour  was  uneventful.  Her  child  was 
small.''  Dr.  Eouth  now  informs  me  that  the  corpus 
luteum  was  in  the  left  ovary  ;  the  child  subsequently  born 
was  a  girl. 

That  the  affected  tube  and  the  corpus  luteum  are 
usually  on  the  same  side  is  confirmed  in  the  same  volume 
(p.  318)  by  the  drawing  in  Mr.  Sutton's  paper,  the 
affected  tube  and  the  corpus-luteum-containing  ovary 
being  shown  on  the  same  side. 

J.  W.  Taylor,  of  Birmingham  ('  Trans.  Obstet,  Soc.,' 
1891,  pp.  118  and  124). — Extra-uteriue  pregnancy. 
Female  foetus  from  left  tube  ;   no  corpus  luteum. 

"  The  pregnancy  had  originally  been  tubal.  It  had 
ruptured  into  the  broad  ligament  on  the  left  side.  The 
infant,  a  female,  was  fully  developed.'' 

Although  the  details  in  this  case  are  few,  it  helps  the 
theory,  as  usually  the  supplying  ovary  is  on  the  same 
side  as  the  affected  tube,  as  I  have  just  shown. 

The  following  cases  will  help  also  to  pi'ove  this. 

Dr.Amand  Eouth  ('Trans.  Obstet.  Soc.,'  1898,  p.  222).— 
"Pregnancy  in  left  tube;  corpus  luteum  in  left  ovary. 
The  right  tube  was  normal  ;  a  nodule  could  be  felt  on 
the  left  tube."  The  report  on  the  specimen  by  Mr.  J.  H. 
Targett  says,  "The  specimen  consists  of  the  (left)  Fal- 
lopian tube,  ovary,  and  adjacent  portion  of  the  broad 
ligament.  The  ovary  contains  a  recent  corpus  luteum. 
The  Fallopian  tube  is  dilated  with  an  oral  cyst.  The 
histological  evidence  of  prestation  is  thus  assured." 
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Dr.  Routh  kindly  allows  nie  to  add  that  this  patient, 
whose  left  ovary  was  thus  removed  on  May  .9th,  1898, 
gave  birth  to  a  hoy  in  April,  1891'. 

E.  R.  Dawson's  case  ('Trans.  Obstet.  Soc.,'  1898, 
p.  156).  Pregnancy  in  right  tube;  corpus  in  right  ovary. — 
The  right  Fallopian  tube  had  contained  the  ovum.  ''The 
right  Fallopian  tube  had  ruptured.  The  right  ovary 
contained  a  corpus  luteiim." 

Dr.  W.  Duncan  {'  Trans.  Obstet.  Soc.,'  1894,  p.  68)  has 
a  drawing  of  a  case  of  tubal  gestation.  "The  right  tube 
had  ruptured.  The  riglit  ovary  contained  a  large  corpus 
luteum." 

Dr.  Pocock  ('  Lancet,'  March  3rd,  1888,  p.  416).  Preg- 
nancy in  rigJit  tube  ;  corpus  in  rigJit  ovary. —  Case  of 
extra-uterine  gestation. 

"  The  foetus  had  escaped  from  the  ruptured  sac  formed 
at  or  near  the  fimbriated  extremity  of  the  rigJit  Fallopian 
tube,  where  the  placenta  was  placed.  There  was  a  well- 
marked  corpus  luteum  in  the  right  ovary.  The  foetus 
was  about  three  months."  No  sex  is  given,  and  though 
I  wrote  privately  for  it  could  not  discover  it. 

Tait  ('  Lectures  on  Ectopic  Pregnancy  and  Pelvic 
Hematocele,'  p.  102,  1888)  quotes  a  case  by  Dr.  Wagner 
('Arch,  der  Heilk.,'  6th,  No.  2,  p.  174).  Left  tube  and 
ovary  implicated.      Child  female. 

"  The  patient  was  a  widow  68  years  old.  Up  to  the 
age  of  24  she  had  given  birth  to  five  children;  in  her  thirty- 
seventh  year  she  again  became  pregnant,  but  was  never 
delivered  of  the  child.  Labour  pains  were  not  present. 
For  a  long  period  the  abdominal  enlargement  remained 
constant  in  size,  and  Caesarean  section  was  advised. 
Finally  the  tumour  began  to  grow  smaller.  Her  menses 
returned,  and  fair  health  was  experienced,  the  only  com- 
plaint being  of  a  feeling  of  weight  in  the  abdomen.  At 
the  autopsy  the  tumour  was  found  to  fill  the  lower  pelvis, 
and  to  be  attached   to   the  bladder,   rectum,   and  uterus. 
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The  tumour  weighed  about  f  lb.,  and  was  about  the  size 
of  a  man's  head.  It  was  covered  by  a  yellowish  mem- 
brane. The  left  tube  and  ovary  seemed  to  be  growing- 
from  the  tumour,  the  uterus  being  pushed  from  the 
right.      The  foetus  was  of  female  8ex." 

Dr.  Spencer  ('Trans.  Obst.  Soc./  1898,  pp.  16  and  18). 
— Dermoid  of  right  ovary,  child  female.  Incarcerated 
ovarian  dermoid,  obstructing  labour.  Ovariotomy  during 
labour. 

"  An  incision  was  made.  The  tumour  was  then  drawn 
up  out  of  the  abdomen  and  removed.  The  forceps  was 
applied.  After  the  child  was  born  the  uterus  was 
kneaded.  The  placenta  was  expressed.  The  child  was 
a  well-developed /emaZe,  weighing  at  birth  8^  lbs.  The 
tumour  was  an  ovarian  dermoid  of  the  riglit  side,  con- 
taining 16  oz.  of  sebaceous  material  and  hair.  It  mea- 
sured 4|  X  4^  X  3  inches."  Corpus  luteum  not  men- 
tioned. Here  we  have  a  case  showing  that  owing  to  the 
condition  of  the  right  ovai-y  the  left  ovary  must  have 
provided  the  ovum  which  was  fertilised,  and  hence  the 
child  was  a  female. 

Dr.  McKerron  has  a  paper  on  '^  Obstruction  of  Labour 
by  Ovarian  Tumours  in  the  Pelvis  "  ('Trans.  Obst.  Soc.,' 
1897,  pp.  337  and  339).  Right  ovariotomy,  subsequent 
pregnancy,  and  birth  of  female  child.  His  first  case 
was  pregnant,  and  at  the  labour  the  child  could  not  be 
delivered  until  the  tumoui- — a  dermoid  of  the  right  ovary 
— had  been  pushed  up  above  the  brim.  A  male  child 
was  then  delivered.  Later  the  tumour  was  removed. 
It  was  a  right  ovarian  dermoid.  She  subsequently  be- 
came pregnant  once  more,  having,  of  course,  then  only 
the  left  ovary  in  her  body.  She  was  delivered  on 
January  15tli,  1897,  of  a  living /ema/e  child.  Evidently 
the  right  ovary,  though  dermoid,  provided  the  ovum  for 
the  first  pregnancy  described — how  I  shall  describe 
under  the  next  case  quoted, — while  after  the  riglit  ovario- 
tomy the  left  ovary  must  of  necessity  have  supplied  the 
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ovum  for  the  later  pregnaucy,  which  was  consequently  of 
the  female  sex. 

Dr.  H.  R.  Spencer  ('Trans.  Obst.  Soc./  1898,  pp.  22 
and  23). — Incarcerated  ovarian  dermoid  obstructing 
labour ;  manual  elevation  ;  removal  seven  months  later. 

"  The  tumour  was  of  hard  consistence.  .  .  .  Applying 
forceps  I  easily  delivered  a  large  female  child,  which 
soon  breathed,  and  survives.  The  tumour  at  once  came 
down  again  into  Douglas's  pouch,  and  could  be  felt  to 
contain  two  plates  of  bone.  It  was  clear  that  the  tumour 
was  a  dermoid  of  the  left  ovary.  The  right  ovary  felt 
normal. 

"  On  December  9th,  1897,  I  removed  the  tumour, 
which  occupied  the  hft  ovary."  Unfortunately  the 
presence  of  a  corpus  luteum  is  not  mentioned.  This 
case,  which  might  at  first  sight  seem  to  disprove  my 
theory,  although  the  great  majority  support  it,  may  be 
explained  thus.  Bland-Sutton,  in  his  '  Surgical  Dis- 
eases of  Ovaries  and  Fallopian  Tubes/  1891,  pp.  QQ  and 
67,  says,  "  It  is  a  fact  of  great  interest  that  ovaries,  even 
when  occupied  by  fairly  large  dermoids,  sometimes  suc- 
cessfully discharge  their  functions."  He  quotes  several 
cases — e.  g.  Mr.  Thornton  reported  to  the  Obstetrical 
Society  a  case  in  which  he  performed  double  ovariotomy 
during  pregnancy  ;  the  patient  was  twenty-two  years  of 
age.  Both  tumours  were  dermoids.  The  left  one  had  a 
well-developed  corpus  luteum  on  its  outer  surface. 

In  1890  Dr.  Bantock  performed  double  ovariotomy  on 
a  lady  in  the  third  month  of  pregnancy.  Both  tumours 
were  dermoids. 

That  one  ovary  gives  only  one  sex,  and  the  other  ovary 
only  the  opposite  sex,  that  is  to  say  that  an  ovary  always 
breeds  true,  is  proved  by  cases  such  as  the  following, 
where  if  unilateral  ovariotomy  is  thoroughly  performed 
any  subsequent  children  must  be  developed  from  ova 
from  the  one  remaining  ovary  only,  and  are  then  always 
of  the  same  sex. 
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We  do  not  find  after  the  complete  removal  of  one 
ovary  that  the  remaining  ovary  yields  first  a  boy  say, 
and  at  a  later  pregnancy  a  girl. 

Dr.  Balding,  after  ovariotomy  by  Spencer  Wells 
(whether  bilateral,  or  which  side  is  not  mentioned),  de- 
livered a  patient  of  male  triplets, — not  two  boys  and  a 
girl,  note.  That  is,  the  ovary  not  removed  yielded  three 
childi'en  all  the  same  sex. 

In  a  case  of  pregnancy  occurring  twice  after  so-called 
double  ovariotomy — the  operation  was  done  on  October 
20th,  1892, — a  boy  was  born  June  10th,  1894,  and  a 
second  child,  also  a  hoy,  on  February  25th,  1896.  (Case 
read  by  Dr.  R.  Stansbury  Sutton  at  Geneva  Gynaeco- 
logical Congress,  September,  1896.) 

A  portion  of  an  ovary  must  have  been  left  behind  in 
the  abdomen,  and  of  whichever  ovary  it  was  (I  maintain 
it  was  a  portion  of  the  right  ovary)  the  fact  I'emains,  that 
that  portion  of  ovary  "bred  true,^' — that  is,  it  yielded  two 
boys,  not  first  a  boy  and  then  a  girl.  This  can  surely 
not  be  looked  upon  as  a  coincidence. 

I  now  proceed  to  discuss  those  cases  which  seem  at 
first  sight  to  disprove  my  theory ;  I  allude  to  those 
where  the  corpus  luteum  is  on  one  side,  while  the  preg- 
nancy is  on  the  other  side. 

Dr.  Giles  ('  Trans.  Obst.  Soc.,'  1897,  pp.  242  and  243) 
has  a  paper, — "Two  unusual  cases  of  tubal  gestation.'* 
Corpus  luteum  in  right  ovary.  Pregnancy  in  left  tube. 
Sex  not  given. — "The  ampullary  portion  and  fimbriated 
end  of  the  left  tube  are  involved  in  the  formation  of  the 
gestation  sac.  The  left  ovary  is  much  contorted  by  its 
compression  between  the  uterus  and  sac.  There  is 
no  corpus  luteum  corresponding  to  the  pregnancy. 
Right  appendages.  The  distal  portion  of  the  tube  is 
dilated  and  distended  into  a  thin-walled  fluctuating  sac 
of  hen's-egg  size  and  shape.      The  tube  is  sealed  at  its 
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outer  end  "  (in  fact,  a  haeniatosalpinx).  "  The  rigJit  ovary 
contained  a  recently  ruptured  follicle  and  a  well-marked 
corpus  luteum.  The  sex  of  the  foetus,  which  was  12  cm. 
in  length,  is  not  given."  This  is  a  type  of  those  cases 
where  the  corpus  luteuui  is  found  in  the  ovary  on  the 
opposite  side  to  that  of  the  tubal  gestation,  and  though  it 
does  not  help  my  theory,  there  are  reasons  to  account  for 
the  seeming  disparity,  and  so  prove  that  it  is,  at  all 
events,  not  a  flaw  in  the  theory.  The  blocking  of  the 
end  of  the  right  tube  shows  that  the  ovum  from  the 
right  ovary  must  have  been  received  by  the  left  tube. 
Playfair  (vol.  i,  p.  50  and  p.  193)  says,  "  So  great  is  the 
mobility  of  the  Fallopian  tubes  that  there  is  reason  to 
believe  that  a  Fallopian  tube  may  even  grasp  the  ovary 
of  the  opposite  side ;  '^  so  that  in  this  case  I  should  have 
expected  the  child  to  be  a  male  though  developing  in  the 
left  tube. 

That  in  this  case  the  receiving  of  a  right  ovum  by  the 
left  tube  was  what  probably  happened,  is  borne  out  by 
the  following  detailed  account  of  the  position  the  tubes 
occupied. 

'Trans.  Obst.  Soc.,'  p.  241,  1897.— "  The  uterus  is 
pushed  to  the  right  front  of  the  pelvis,  the  ectopic  gesta- 
tion-sac of  the  left  tube  has  developed  in  the  posterior 
pelvis  and  hollow  of  sacrum,  the  left  ovary  thus  being 
jsandwiched  between  the  sac  and  the  left  posterior  surface 
of  the  uterus.  The  right  tube,  terminating  in  a  fluc- 
tuating swelling,  is  also  bent  backwards,  and  the  corre- 
sponding ovary  is  compressed  between  the  swelling  and 
the  right  posterior  surface  of  the  uterus.  Thus  the  parts 
which  are  seen  to  present  above  the  level  of  the  true 
pelvic  brim  are  the  fundus  uteri,  the  proximal  portion  of 
the  left  tube  leading  to  the  upper  surface  of  the  gestation- 
sac,  and  the  proximal  portion  of  the  right  tube  leading 
to  the  upper  surface  of  its  terminal  cystic  dilatation." 

Both  tubes  are  bent  backwards  behind  the  uterus,  and 
both  ovaries  are  similarly  displaced;   so  that  the   receipt 
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of  the  ovum  from  the  right  ovary  by  the  left  tube  is  not 
difficult  to  realise. 

If,  on  the  other  hand,  in  this  case  we  look  upon  the 
closure  of  the  fimbriated  end  of  the  right  tube  as  having 
occurred  subsequently  to  impregnation  (and  there  are  no 
grounds  on  which  to  assume  this,  it  being  diseased),  then 
we  are  forced  to  believe  in  the  migration  of  ova. 

Kussmaul  {'  New  Sydenham  Society's  Year  Book,^ 
1859,  pp.  340 — 343)  looks  upon  the  migration  of  an  ovum 
across  the  body  of  the  uterus  and  into  the  opposite  tube 
as  a  cause  of  tubal  pregnancy.  He  gives  a  case,  and 
quotes  five  others  in  support. 

It  would  also  account  for  a  child  being  found  in  a  tube 
of  the  sex  which  the  ovary  of  the  opposite  side  should 
produce. 

The  '  New  Sydenham  Society's  Year  Book,'  1862,  p. 
331,  contains  an  abstract  of  a  paper  by  Klob  {'  Wiener 
Wochenbl.,'  xvii,  p.  40,  1861)  on  the  migration  of  ova. 

He  says  :  "  The  fact  that  occasionally  when  the  uterus 
is  duplex,  and  in  some  cases  of  Fallopian  pregnancy,  an 
ovum  is  found  in  that  half  of  the  uterus  opposite  to  the 
ovary  in  which  the  corpus  luteum  is  met  with,  has  been  ex- 
plained by  supposing  that  the  ovum  migrated,  after  passing 
into  the  uterus,  from  one  side  to  the  other."  Klob  contends 
"  that  in  such  cases  the  ovum  really  enters  on  the  side 
on  which  it  is  found,  that  the  Fallopian  tube  of  one  side 
becomes  under  such  circumstances  the  recipient  of  the 
ovum  from  the  opposite  ovary." 

This  opinion  is  justified  by  a  case  of  uterine  pregnancy 
reported  by  Rokitansky,  in  which  the  corpus  luteum  was 
found  in  the  left  ovary,  while  the  left  Fallopian  tube  was 
adherent  in  such  a  manner  that  there  could  be  no  doubt 
that  the  right  Fallopian  tube  must  have  been  the  means 
of  conveying  the  ovum  to  the  uterus. 
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'^  Further,  in  post-mortem  examinations  the  existence 
of  long  tubes  and  moveable  ovaries  is  far  from  uncommon." 

The  explanation  of  Kussmaul  that  there  is  a  migration 
in  the  uterus  due  to  spasmodic  contractions  of  this  organ 
Klob  considers  inadequate  and  erroneous. 

I  shall  confine  the  term  ''  Transmigration  of  the  Ovum  '^ 
to  the  cases  termed  ''  Intra-uterine  Transmigration  "  by 
Barnes  (p.  347). 

B.  S.  ScJiuUze's  cane  ('  New  Sydenham  Society's  Year 
Book/  1864,  p.  364;  '  Wurz.  med.  Zeitsch./  1863,  vol. 
iv). — Pregnancy  in  right  tube,  corpus  in  left  ovary,  •"  a 
fully  matured  tubo-uterine  gestation  and  transmigration 
of  the  ovum." 

*'  Caesarean  section  was  performed " 

"  The  placenta  was  adherent  to  the  posterior  wall,  and 
through  an  aperture  in  the  right  segment  of  the  fundus 
the  right  foot  of  the  child  protruded.  The  right  ovary 
lay  much  nearer  to  the  uterus  than  the  left,  was  only 
half  its  size,  and  contained  very  few  follicles.  The  right 
tube  terminated  at  its  abdominal  end  in  a  closed  sac 
without  any  traces  of  fimbriae.  The  left  ovary  contained 
the  corpus  luteum.  The  left  tube  was  adherent  to  the 
uterus  and  impervious  in  the  outer  third  of  its  course. 
The  seat  of  rupture  was  a  pouch  as  if  out  of  a  dilation 
of  uterine  end  of  the  right  Fallopian  tube.  This 
pouch  was  the  seat  of  the  early  development  of  the 
ovum,  wliich  had  been  received  from  the  left  ovary 
and  tube,  and  had  crossed  over  the  fundus  uteri  towards 
the  saccular  dilation  formed  by  the  uterine  mouth  of 
right  tube.  The  complete  closure  of  the  abdominal  end 
of  the  right  tube  must  have  completely  prevented  the 
reception  of  the  ovum  in  this  tube  ;  but  the  obstruction 
of  the  outer  third  of  the  left  tube  might  have  occurred 
after  the  passage  of  the  ovum  from  the  left  ovary,  which 
contained  the  corpus  luteum," 

Sex  of  child  not  given. 
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This  case  by  Scliultze  is  by  no  means  a  convincing- 
one  of  the  intra-uterine  transmigration  of   the  ovum. 

It  may  be,  as  he  alleges,  an  example  of  it,  the  ovum 
from  the  left  ovary  and  tube  having  crossed  the  cavity 
of  the  fundus  uteri  and  developing  in  that  portion  of  the 
right  Fallopian  tube  which  traverses  the  uterine  wall,  the 
so-called  "  interstitial  "  portion  of  the  tube. 

Argument  for  migration  of  ovum. — It  must  not  be 
overlooked  that  this  journey  for  the  ovum  from  one 
uterine  ostium  of  the  tube,  across  the  uterine  cavity,  to 
the  other  uterine  ostium,  is  not  a  long  journey,  for  the 
uterine  cavity  transversely  (the  uterus  not  being  at  the 
time  pregnant,  and  so  enlarged)  has  a  lesser  diameter 
than  the  vertical  one,  which  latter  constitutes  the  usual 
length  of  journey  made  by  the  ovum  on  its  passage  out 
of  the  uterus,  and  in  placenta  prasvia  cases ;  so  that  if  it 
is  capable  of  making  the  longer  one,  it  should  not  be 
unusual  for  it  to  sometimes  make  the  shorter  or  trans- 
verse journey. 

Richet  (quoted  by  Hart  and  Barbour,  p.  16,  second 
edition)  gives  the  following  as  the  measurements  : 

Virgin.  Multipara. 
Vertical  diameter  of  cavity  of  uterus  1*80  in.  2'44  in. 
Ti-ansverse      ,,  „  "60    „     r24   ,, 

— that  is  to  say,  the  journey  down  t\ie  uterus  is  three  times 
as  far  in  the  virgin  as  across  the  uterus,  while  it  is  twice 
as  far  in  a  multipara.  Placenta  praevia  cases  prove 
the  complete  vertical  journey  of  the  ovum. 

Another  point  which  is  in  favour  of  the  occasional 
migration  of  the  ovum,  is  that  a  woman  lying  in  bed  on 
her  side  makes  the  transverse  diameter  of  her  uterine 
cavity  (or  shorter  journey)  into,  for  the  time  being,  a  ver- 
tical diameter,  so  that  gravity  may  help  the  passage  of  the 
ovum  from  one  uterine  Fallopian  opening  to  the  other. 

Kussniaul,  quoted  by  Playfair  (p.  194),  thinks  the 
muscular  contractions  of  the  uterus  may  work  the  ovum 
across. 

VOL.  XLII.  27 
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Arguments-  for  the  tube  of  one  side  grasping  the  ovary 
of  the  opposite  aide  ("  Extra-uterine  Transmigration  "  of 
Barnes,  1878,  p.  346). — The  other  theory  to  account  for  the 
pregnancy  and  the  corpus  luteuni  being  on  opposite  sides 
is  that  the  tube  of  one  side  grasps,  or  receives  the  ovum 
from,  the  ovary  of  the  other  side.  This  theory  has  the 
support  of  Play  fair  (p.  193),  and  of  Klob,  in  his  paper 
already  referred  to,  and  seems  very  probable.  The  case 
by  Oldham  and  Wharton  Jones,  quoted  by  Barnes  (p.  346), 
also  supports  it. 

By  this  theory  we  can  explain  the  closure  of  the 
abdominal  end  of  the  right  tube  in  Schultze's  case  as 
being  due  to  the  pregnancy  in  the  tube,  it  having  pre- 
viously grasped  an  ovum  from  the  left  ovary. 

That  the  abdominal  ostium  gradually  closes  in  cases 
of  tubal  pregnancy  is  becoming  more  widely  known  and 
admitted,  and  has  been  strongly  pointed  out  by  Bland- 
Sutton  in  his  '  Surgical  Diseases  of  Ovaries,^  where 
(edition  1891,  p.  312)  he  says,  "Changes  are  in  progress 
at  the  abdominal  ostium,  which  in  most  cases  gradually 
bring  about  its  occlusion,  an  event  usually  completed  by 
the  eighth  week.  Occasionally  at  the  tenth  or  twelfth 
week,  or  even  later,  the  ostium  is  only  partially  closed." 
As,  therefore,  the  case  by  Schultze  is  described  as  fuUy- 
!natured  tubo-uterine  gestation,  the  closure  of  the 
abdominal  end  of  the  aifected  tube  would  be  complete. 

I  feel  therefore  justified,  in  spite  of  the  heading  of 
Schultze's  paper,  in  looking  upon  his  case  as  of  the 
right  tube  getting  the  ovum  from  the  left  ovary,  espe- 
cially as  the  right  ovary  is  undeveloped  or  atrophied, 
i.  e.  it  is  extra-uterine,  not  intra-uterine  transmigration 
(Barnes).  I  may  mention  that  Bland-Sutton  (p.  361)  says 
that  "  the  theory  known  as  '  transmigration  of  the  ovum ' 
is  unsupported  by  facts ;  "  while  on  p.  362  he  says  "  the 
coi'pus  luteum  of  pregnancy  has  been  found  in  the  ovary 
on  the  side  opposite  to  the  gravid  cornu.  To  explain 
this  it  has  been  imagined  that  the  tube  reached  across 
the  middle   line  and  grnsped  the  opposite  ovary.'"'      Such 


ESSENTIAL    FACTOR    IN    THE    CAUSATION    OF    SEX.  379 

guesses^  lie  says,  "  do  not  call  for  serious  consideration  j '' 
but  at  all  events  he  does  not  bring  forward  any  fact  or 
argument  to  disprove  it.  I  shall  try  by  the  following  cases 
to  show  it  to  be  more  than  a  guess,  in  fact  a  probability. 

Firstly,  the  tubes  may  be  of  extra  or  abnormal  length, 
and  owing  to  their  known  mobility  such  a  lengthened 
tube  might  easily  gi"asp  the  opposite  ovary.  Dr.  Thomas 
Wilson  {'  Obst.  Trans.,^  1897,  p.  172)  mentions  "  the  left 
Fallopian  tube  runs  horizontally  to  the  left  for  nine 
inches  ;  "  normal  length  is  four  to  six  inches.  Mr.  Sutton's 
own  case  in  *  Obstc  Trans./  1892,  pp.  9  and  10,  shows 
by  the  accompanying  diagram  both  tubes  on  the  same 
side  of  the  uterus  ;  he  says  "  the  left  Fallopian  tube  was 
dilated  into  a  cyst.  The  right  tube  is  simply  an  imper- 
vious cord  ;  the  corresponding  ovary  was  not  detected. 
The  atrophied  tube  is  seen  on  the  left  side,  whilst  with 
the  hydrosalpinx  on  the  right  side  rupture  appeared 
to  be  imminent." 

As  the  ovary  corresponding  to  the  right  tube  was  not 
found,  the  ovary  shown  in  the  drawing  must  be  the  left 
one,  but  both  tubes  are  lying  to  that,  the  left  side,  of  the 
uterus,  and  the  right  must  therefore  have  crossed  over 
the  body  of  the  uterus  to  the  opposite  side,  as  the 
drawing  shows,  so  that  Mr.  Sutton's  drawing  helps  to 
refute  his  own  statement. 

Mr.  Alban  Doran  {'  Obst.  Trans.,'  1900,  p.  135)  has  a 
case  of  right  tubal  mole  which  also  proves  that  one  tube 
may  cross  over  to  the  other  side  ;  "  the  uterus  lay 
rather  high,  the  left  tube  and  ovary,  perfectly  normal, 
still  higher  ;  they  were  pushed  up  by  the  dilated  right 
tube,  which  had  fallen  behind  the  uterus,  and  developed 
towards  the  left  side."  Besides  proving  this  point,  it  is 
confirmatory  evidence  of  what  I  am  trying  to  prove,  that 
a  tube  may  cross  to  the  other  side,  and  thus  get  an  ovum 
from  the  opposite  ovary  ;  for,  as  we  have  just  seen, 
the  right  tube  developed  towards  the  left  side  ;  the 
ovary  contained   no  corpus  luteum.      The  left  ovary  was 
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normal,  and  therefore  was  not  removed ;  had  it  been 
I  am  confident  it  would  have  contained  the  corpus 
luteum.*  In  the  following  case,  by  Dr.  Herman  ('  Obstet. 
Trans./  1897,  pp.  135 — 137),  "  the  placenta  was  attached 
to  the  top  of  the  uterus,  and  he  proceeds  to  explain  that 
the  pregnancy  being  at  first  tubal,  the  chorion  protruded 
towards  the  peritoneal  cavity  ;  that  at  this  time  (from 
some  cause  he  could  not  explain)  the  end  of  the  tube  was 
near  the  top  of  the  uterus,  and  so  the  chorionic  villi 
became  attached  to  this  part.^' 

If  therefore  we  have,  as  here,  proof  that  the  abdominal 
end  of  the  Fallopian  tube  can  be  up  at  the  top  of  the 
uterus,  why  should  it  not  sometimes  be  close  to  the  oppo- 
site ovary  ?  In  the  '  Obstet.  Trans.,'  1897,  pp.  164,  165, 
Mr.  Bland-Sutton  has  an  article  with  an  illustration  show- 
ing a  Fallopian  tube  bound  to  the  top  of  the  fundus  uteri. 

The  ovaries,  too,  may  be  displaced,  so  that  one  tube 
may  almost  have  a  choice  of  ovaries  to  get  an  ovum  from. 
Dr.  Rivers  Pollock  ('Obstet.  Trans.,'  1898,  p.  120)  says, 
"  In  both  ovaries  there  was  a  dermoid  tumour ;  the  left 
ovary  was  lying  over  the  right  in  the  right  iliac  fossa, 
and  was  fixed  there  by  a  piece  of  omentum." 

Dr.  Giles's  case,  already  given,  showed  "  both  tubes 
bent  backwards  behind  the  uterus,  and  both  ovaries  are 
similarly  displaced."      We  therefore  have  proof  of — 

(1)  Extra  long  tubes. 

(2)  Displaced  tubes,  either  backwards  or  both  over  to 
the  same  side  of  uterus,  or  to  the  top  of  the  uterus. 

(3)  Displaced  ovaries. 

With  these  evidences  I  am  satisfied  that  the  tubes 
occasionally  grasp  the  opposite  ovary,  though  I  admit 
none  really  show  a  tube  doing  so,  nor  will  it  ever  be 
possible  to  catch  the  tube  virtually'  "  in  the  act." 

The  woman   lying  on   her  side,   gravity  may   help  the 

upper  tube  to  cross  or  fall  over  to  the  lower  ovary. 

*  Mr.  Dorau  informs  me  he  removed  the  whole  of  the  right  ovary  on 
December  2nd,  1899 ;  that  the  uterus  was  not  pregnant  at  the  time  of  the 
operation  ;  that  the  patient  was  confined  of  a  girl  in  December,  1900,  having- 
thus  only  the  left  ovary  in  her  abdomen. 
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Dr.  J.  R.  Ratcliflte  reports  a  case  ('  Obst.  Trans./  1892, 
p.  469,  etc.)  of  pregnant  uterus  bicornis.  "  The  left 
laorn  contained  the  foetus.  The  rigid  ovary  (that  on  the 
opposite  side  to  the  pi*egnant  horn)  showed  a  true  corpus 
luteum  ;  none  in  the  left  ovary.  The  cervix  was  short 
and  broad,  only  a  quarter  of  an  inch  deep."  The  sex  of 
foetus,  which  was  between  the  second  and  third  month 
of  gestation,  is  not  given. 

The  committee  appointed  to  report  on  this  specimen 
say,  "  The  ovum  from  the  right  ovary  may  have  been 
washed  up  the  left  cornu  just  as  it  left  the  right  cornu 
immediately  above  the  os  externum,  but  from  the  shallow- 
ness of  the  OS  this  seems  hardly  probable." 

Why  this  shallow  cervix,  which  was  a  quarter  of  an 
inch  deep,  should  be  an  obstacle  to  an  ovum  of  at  most 
one  hundredth  of  an  inch  diameter  I  cannot  understand  ; 
but,  of  course,  the  most  probable  explanation  is  that  the 
tube  of  the  left  or  pregnant  side  grasped  the  right  or 
ovum-yielding  ovary. 

The  child,  I  maintain,  would  have  been  a  male. 

Briefly,  then,  there  are  two  theories  to  explain  these 
cases  where  pregnancy  occurs  on  the  opposite  side  to  the 
corpus  luteum,  viz.  the  transmigration  of  ova,  and  the 
grasping  of  an  ovum  from  the  opposite  ovary  by  the  tube 
of  the  pregnant  side.*  Probably  cases  of  both  occur  ; 
but  probably  the  transmigration  of  ova  is  the  least 
likely,  or  at  all  events  least  often  occurs. 

I  have  certainly  not  discovered  anything  to  prove  that 
either  is  impossible.  The  possibility  of  both,  and  the 
probability  of  at  least  one  of  the  theories,  strengthens  my 
attempt  to  explain  the  causation  of  sex. 

I  have  not  been  able  to  discover  a  single  case  of,  say, 
female  foetus  in  left  tube  and  corpus  luteum  in  right  ovary  ; 
if  there  is  a  female  fcetus  in  the  left  tube,  then  I  say  the 

*  Dr.  Galabin  ('  Manual  of  Midwifery,'  1900)  supports  the  trans-peritoneal 
migration  of  the  ovum,  which  avoids  the  necessity  of  movement  on  the  part 
of  the  tube  towards  the  opposite  side. 
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corpus  luteum  must  be  in  the  left  ovary.  If  the  corpus 
is  in  the  right  ovary,  and  there  is  a  foetus  in  the  opposite 
or  left  tube,  it  must,  I  say,  be  a  male,  or  else  not  old 
enough  to  distinguish  the  sex  ;  and  vice  versa,  I  have  not 
found  a  male  foetus  in  the  right  tube  and  a  corpus  in  the 
left  ovary,  for  a  left  corpus  means  a  female  child,  while  a 
foetus  in  the  right  tube  may  be  male  or  female  according 
to  which  ovary  supplied  the  ovum,  but  if  a  male  the 
corpus  must  be  in  the  right  ovary. 

If  such  a  case  were  found,  then  both  ovaries  must 
have  contained  coi-pora  lutea,  one  of  which  had  been 
overlooked,  the  second  foetus  having  been  shed  as  a 
mole,  either  uterine  or  tubal ;  in  fact,  it  would  have  been 
a  twin  gestation. 

In  a  case  quoted  by  Bernutz  and  Goupil  (p.  244)  from 
Duverney,  the  post-mortem  showed  ''  rupture  of  left 
Fallopian  tube,  which  contained  a  ftctus  and  placenta;  1 
also  found  that  tlie  uterus  contained  a  placenta  alone,  the 
cord  of  which  was  broken,  showing  the  foetus  had  been 
excelled.'' 

"  On  examining  the  left  tube  I  found  the  obstruction 
which  had  prevented  the  ovum  passing  on  to  the  uterus." 

Unfortunately  no  corpora  lutea  are  mentioned,  but  I 
feel  confident  that  one  would  have  been  found  in  each 
ovary  ;  neither  is  sex  of  tubal  foetus  given. 

The  case  is  a  twin  gestation,  one  extra-  the  other 
intra-uterine. 

While  having  thus  looked  upon  the  presence  of  a  true 
corpus  luteum  as  direct  evidence  of  pregnancy,  it  is  well 
to  point  out  that  a  large  corpus  luteum  has  been  found 
in  a  few  cases  where  no  pregnancy  existed,  but  a  large 
fibroid  of  the  uterus  has  then  usually  been  present. 

Two  such  cases  are  mentioned  by  BIand-8utton  in  his 
'Surgical  Diseases  of  Ovaries'  (1891),  p.  15;  and  he 
further  mentions  that  a  Dr.  Popow,  in  '  Obst.  Trans.,' 
vol.  xxiv,  p.  100,  narrates  two  others,  in  one  of  which  at 
least  there  was  a  fibroid  present. 

I  have  not  seen   the  paper,  but  we   must   not   forgot 
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that  a  tubal  pregnancy  or  mole  may  have  been  over- 
looked by  Dr.  Popow.  Dr.  Herman  {'  Obst.  Trans.,' 
1892^  p.  10)  says  he  too  has  seen  a  large  corpus  luteum 
in  an  ovaiy  without  pregnancy,  but  a  uterine  fibroid  was 
present. 

It  will  thus  be  seen  that  the  instances  are  very  few, 
and  they  may  probably  be  explained  thus,  that  the 
fibroids  present  in  the  uterus  may  have  acted  reflexly  on 
the  ovary,  and  thus  caused  the  corpus  luteum  of  men- 
struation to  assume  at  all  events  the  size,  if  not  the 
characteristics,  of  a  corpus  luteum  of  pregnancy,  the 
irritation  of  the  fibroid  acting  in  a  somewhat  similar 
manner  to  what  a  foetus  usually  does. 

It  is  therefore  shown  that  what  few  cases  of  corpora 
lutea,  apart  from  pregnane}',  have  occurred,  can  be  ex- 
plained by  the  presence  of  a  different  irritating  body, 
viz.  a  fibroid ;  so  that  I  may  conclude  with  the  following 
quotation  from  Parry,  mentioned  by  Bland-Sutton  (p.  14)  : 
'^  The  presence  (ot  the  corpus  luteum  in  pregnancy)  is 
the  rule,  its  absence  is  the  exception,  especially  in  the 
early  months  of  gestation." 

Having  thus  considered  the  cases  of  single  births,  I 
now  consider  the  applicability  of  my  theory  of  sex  to 
cases  of  twin  births. 

Twins. — As  regards  the  origin  of  twins,  there  are  four 
ways  in  which  they  arise.  Sexes  opposite.  Two  G.  Fs.* 
from  two  ovaries. 

Variety  "  ^." — The  commonest  has  already  been  men- 
tioned. It  is  where  each  ovary  matures  a  Graafian 
follicle  at  or  about  the  same  time,  so  that  we  get  one 
G.  F.  with  an  ovum  from  each  ovary  ;  therefore  the 
foetuses  are  of  opposite  sexes,  one  male,  one  female. 
Playfnir  (vol.  i,  p.  184,  edit.  5)  says,  "  In  the  largest 
number  of  cases  of  twins  the  children  are  of  opposite 
sexes  ]'  this  I  look  upon  as  cause  and  effect. 

Variety  "  B." — Sexes  similar.  Two  G.  Fs.  with  one 
ovum  each,  from  either  ovary.  In  these  cases,  which  are 
*  G.  F.  =  Graafian  follicle. 


384  ESSENTIAL    FACIOR    IN    THE    CAUSATION    OF    SEX. 

not  80  common,  we  find  (instead  of  Variety  "A,"  each  ovary 
supplying  an  ovnm)  one  ovary  alone  will  supply  two 
Graafian  follicles,  so  that  two  ova  are  derived  from  the 
same  ovary,  and  therefore  the  twins  are  the  same  in  sex, 
either  two  males  or  two  females,  according  to  which 
ovary  the  ova  came  from.  Playfair  (p.  184)  says  "  The 
most  common  cause  of  multiple  pregnancy  is  probably  the 
nearly  simultaneous  maturation  and  rupture  of  two  G.  Fs., 
the  ovules  being  impregnated  at  or  about  the  same 
time  ;  "  this  therefore  applies  to  both  the  above  varieties. 
The  negress  who  lias  both  a  black  and  white  child 
comes  under  the  above  two  varieties. 

'New  Sydenham  Society  Year  Book,'  1862,  p.  339, 
quotes  the  following  : 

"  Tufnell's  case. — Patient  pregnant  between  three  and 
four  months.  Post-mortem. — There  was  a  rent  in  right 
Fallopian  tube,  and  a  cyst  from  where  the  foetus  had 
escaped.  Right  Fallopian  tube  and  ovary  agglutinated. 
Foetus  one  inch  long.  The  uterus  contained  a  healthy 
male  foetus  proportionate  to  the  date  of  conception.  The 
cystic  cavity  in  the  right  Fallopian  tube  contained  a  solid 
organised  mass  like  a  miniature  placeiita.  There  were 
two  distinct  corpora  lutea  in  the  right  ovary." 

This  case  proves  a  twin  male  pregnancy,  with  both  ova 
coming  from  different  Graafian  follicles,  but  from  the 
same  ovary,  the  right.  Hence  the  same  sex,  and  that 
male. 

Variety  "  C." — Sexes  similar.  One  G.  F.  with  two  ova 
from  either  ovary. 

Other  cases  of  twins  arise  when  the  single  G.  F, 
ruptured  by  either  ovary  contains  two  ova  ;  here  the  twins 
will  be  of  the  same  sex,  and  will  depend  on  the  supplying 
ovary.  Playfair  (i,  185) — "it  may  happen  that  a  single 
Graafian  follicle  contains  more  than  one  ovule,  as  has 
actually  been  observed  before  its  rupture.''  See  also 
Lusk's  'Midwifery,'  1889,  p.  37. 

Variety    "  D." — Sexes    similar.      One    G.  F.  with     one 
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ovum  with  two  germs.  If^  on  the  contrary  to  variety 
"  C,"  tlie  single  G.  F.  contains  a  single  ovum,  but  that 
ovum  contains  a  double  germ  or  germinal  vesicle  (as  is 
common  in  fowls'  eggs),  we  get  the  so-called  unioval 
twins,  which  are  stated  to  be  seven  times  more  rare  than 
other  forms,  and  we  find  them  not  only  always  alike  in 
sex  (which  fact  Schroeder  pointed  out  long  ago),  buc 
often  joined  together.  Playfair  (p.  186)  says  ^'conjoined 
twins  must  of  necessity  arise  from  a  single  ovule  with  a 
double  germ,  and  there  is  no  instance  on  record  in  which 
they  were  of  opposite  sexes."  This  should,  I  think,  help 
to  prove  my  theory,  by  showing  that  one  ovary  ahoays 
"  breeds  true." 

Dr.  T.  Wilson  {'  Obst.  Trans.,'  1899,  p.  237)  says  "  there 
is  a  much  greater  predisposition  to  the  occurrence  of 
hydramnion  in  cases  of  twins  derived  from  a  single  ovum 
than  in  the  commoner  variety  of  twins  developed  from 
separate  ova." 

''  The  unioval  variety  of  twins  is  of  interest  for  man}' 
reasons.  The  foetuses  ai-e  always  of  the  same  sex,  and  are 
much  more  alike  than  are  those  developed  from  different 
ova.  They  have  a  single  placenta,  in  which  an  anasto- 
mosis takes  place  between  their  vessels  ;  acardiac  monsters 
are  generally  admitted  to  arise  only  in  this  variety  of 
pregnancy." 

It  does  not,  however,  follow  that  if  two  follicles 
rupture,  and  two  ova  are  discharged,  they  are  sure 
both  to  be  impregnated  ;  one  may  easily  die.  "  This  is 
proved  by  the  occurrence  of  cases  in  which  there  are  two 
corpora  lutea  with  only  one  foetus "  (Playfair,  '  The 
Science  and  Practice  of  Midwifery,'  vol.  i,  p.  184). 

Triplets. — It  will  be  quite  easy  to  understand  how 
triplets  occur  from  what  has  been  said  about  twins,  and 
how  triplets  follow  the  same  rule  as  to  their  sex.  One 
ovary  gives  rise  to  twins,  and  the  other  a  single  birth. 
In  this  case  two  of  the  children  are  alike  in  sex.  If  the 
children  are  all  of  the  same  sex,  one  or  other  ovary  pro- 
vided them  all,  one  G.  F.  providing  either  two  ova,  or  else 
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cue  ovum  with  a   double   germ,  and  the  other  G.  F.  sup- 
plying a  single  ovum. 

No  case  has  so  far  been  reported  of  three  corpora  lutea 
of  pregnancy  in  one  ovary,  unless  Doran  ('  Obst.  Trans./ 
1893,  p.  225)  describes  one: — "A  great  part  of  the 
interior  of  the  left  ovary  was  occupied  by  a  large  corpus 
luteum  of  about  the  second  month  of  pregnancy,  also  two 
smaller  well-developed  corpora  lutea"  (?  menstrual  only). 

G.  W.  Thompson  (*  Indian  Medical  Journal,'  April, 
1899)  records  a  case  of  triplets,  a  double  female  monster, 
and  a  single  male  child.  "The  single  male  child  was 
born  first,  was  stillborn,  and  had  a  separate  placenta  and 
membranes.  The  sex  was  female  of  the  united  foetus, 
which  had  two  heads,  four  arms,  and  four  legs,  and  two 
bodies  united  by  the  thoraces."  This  is  absolute  proof 
that  the  female  monster  came  from  the  ovary  opposite  to 
that  from  which  the  single  male  child  did. 

Quadruplets. — If  both  ovaries  give  rise  to  twins,  we 
get  quadruplets  ;  or  if  one  ovary  gives  triplets  and  the 
other  a  single  birth,  as  in  the  case  by  Simpson,  three 
males  and  one  female.  Here  the  right  ovary  must  have 
ruptured  two  G.  Fs.,  one  of  which  contained  two  ova,  or 
else  had  a  double  germ  in  one,  while  the  left  ovary 
supplied  a  single  ovum  only. 

If  all  four  children  are  the  same  sex,  it  is  possible  only 
two  G.  Fs.  are  present,  both  G.  Fs.  containing  two  ova  ; 
or  one  G.  F.  with  two  ova,  the  other  G.  F.  having  one 
ovum  but  a  double  germ.  If  there  were  three  G.  Fs. 
the  arrangement  is  quite  simple. 

It  is  possible  for  one  G.  F.  to  supply  quadruplets  ;  the 
children  would  be  all  the  same  sex.  The  G.  F.  would 
then  contain  two  ova,  and  each  ovum  a  double  germ. 

This  theory  of  mine  will  also  account  very  naturally 
for  those  cases  with  which  we  are  all  familiar,  where 
married  couples  have  such  strange  variations  in  the  sexes 
of  their  children.      Thus  : 
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Children  all  the  same  Sex. 

Mr.  T.  F.  had  Mr.  S.  had  Mr.  W.  had 

5  drs,  0  sons.  7  sons  0  drs.  7  drs.  0  sons. 

Mr.  G.  D.  had  Mr.  B.  had  Mr.  H.  had 

4  sons  0  drs.  8  sons  0  drs.  5  drs.  0  sons. 

While  Mr.  Hll.  had  and                         Mr.  Hrt. 

13  drs.  0  sons  4  sons  0  drs. 
Last  confinement  twin  girls.       Last  confinement  twin  sons. 

In  these  cases  the  probability  is  that  the  ovary  which 
did  not  supplj^  the  ovum  which  was  first  fertilised,  became, 
as  an  after-effect  of  the  confinement,  either  bound  down 
by  adhesions,  or  the  F.  tube  was  thus  affected.  Hart  and 
Barbour  say  (p.  159),  ^^  It  is  the  rare  exception  to  exa- 
mine a  parous  female  pelvis  without  finding  some  traces 
of  a  previous  cellulitis  or  peritonitis  ;  "  and  on  p.  155 
(prognosis  as  to  sterility  after  pelvic  peritonitis),  "The 
mechanical  closure  by  pressure,  of  the  F.  tube,  and 
ovaritis  rendering  ovulation  impossible,  are  conditions 
often  produced." 

The  above,  then,  are  cases  where  the  activity  of  one 
ovary  is  lost,  the  first  fertilised-ovum-supplying  ovary 
being  the  only  one  remaining  active,  and  hence  all  the 
children  are  of  the  same  sex. 

Such  a  case  as  the  following  would  account  too  for 
the  same  sex  of  children. 

At  the  post-mortem  examination  of  a  case  dying  of 
malignant  disease  of  the  breast,  under  Mr.  Cowell,  in 
Hollond  Ward,  Westminster  Hospital,  the  report  is, 
"  Ada  Watson,  aged  42,  case  of  undeveloped  ovary. 
Uterus  large,  subinvoluted  ;   right  ovary  rudimentary." 

Other  causes  of  only  one-sexed  children  being  bom 
would  be  advanced  disease  of  one  ovary.  Such  was  the 
case  by  Dr.  Galabin  (' Obstet.  Trans.,'  1886,  p.  101). 
Dr.  Galabin  showed  tumours  of  both  ovaries  removed 
at  the  fourth  month  of  pregnancy.  '^  Tlie  riglit  tumour 
was    a    dermoid    cyst    containing   gruel-like   fiuid,  which 
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solidified  on  cooling.  It  contained  also  hair,  loose  teeth, 
and  bone. 

''  The  left  tumour  was  an  ordinary  cystic  adenoma,  ex- 
cept that  three  small  cysts  in  it  were  evidently  dermoid, 
lu  the  left  tumour  was  seen  a  large  corpus  luteum  of  preg- 
nancy, and  near  it  a  small  fragment  of  unaltered  ovary." 

Unfortunately  the  sex  of  the  child  when  ultimately 
born  was  not  given  ;  but  I  feel  confident  it  was  a  girl. 

The  entire  absence  or  even  non-development  of  one 
ovary  would  also  account  for  such  cases.  To  unilateral 
sterih'ty  we  must  ascribe  these  cases. 

The  next  class  of  family  is  where  the  sex  of  the  first 
pregnancy  differs  from  those  that  follow,  thus  : 

Mr.  Brdn.  had  Mr.  Egle  had 

first  a  son  then  5  drs.  first  a  dr.  then  16  sons. 

Mr.  My.  Mr.  McC.  had 

first  a  son  then  6  drs.  first  a  dr.  then  6  sons. 

Here  the  ovary  which  supplied  the  ovum  for  the  first 
pregnancy  became  after  that  pregnancy  functionally 
useless,  either  from  adhesions,  or  disease  in  it  or  its  tube, 
so  that  in  all  the  subsequent  pregnancies  the  ova  came 
from  the  other  uninjured  ovary,  and  the  children  were 
all  of  the  same  sex,  and  different  from  the  first  or 
primary  pregnancy. 

Here  luiilateral  sterility  after  the  first  pregnancy  is 
the  cause.  It  Avould  not  be  difficult  to  recount  cases 
of  matting  of  appendages  causing  iinilateral  sterility, 
but  I  refrain  from  doing  so. 

In  the  cases  like  that  of  the  German  Empress,  where 
several  sons  are  followed  hij  a  daughter,  or  these  : 

Mr.  Psy.  had  seven  sons  followed  by  one  girl ; 
Mr.  Hwkns.  had  Mr.  Rssll.  had 

7  drs.  then  last  pregnancy  11   drs.  followed  by  1  son 

a  son;  at  last  pregnancy; 

Mr.  Gig.  had  nine  girls,  then  iicin  girls,  and  lastly  a  sonj 
Mr.  Jdn.  had  two  sons,  then  twin  sons,  and  lastly  a  girl 
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the  binding  down  of  the  ovary  and  tube  which  did  not 
act  must  have  been  undone  by  the  number  of  pregnancies, 
or  by  the  last  one,  so  that  the  ovary  and  tube  were  set 
free,  as  it  were,  once  more,  and  at  last  were  able  to  act, 
with  a  change  of  sex  as  a  result.  That  this  liberation 
from  adhesions  is  possible  is  stated  by  Hart  and  Barbour 
(p.  155)  : — "'The  adhesions  (of  Fallopian  tubes)  may  ulti- 
mately yield  to  the  stretching  brought  to  bear  on  them 
by  the  developing  uterus."  Note  the  cases  of  twins  just 
previously  to  the  change  in  sex. 

The  moi-e  usual  mixture  of  boys  and  girls  which  most 
people  have,  goes  to  prove  that  the  ovaries  act,  as  state<l 
by  Negrier,  alternately,  or  at  least  are  both  active. 

Mr.  L —  had  his  children  thus — 1st  boy,  2nd  girl, 
3  b.,*  4  g.,*  5  g.,  6  b.,  (7  mis.,)  8  b.,  9  g.,  10  b.,  11  b., 
12  g.  ;   this  is  a  typical  case  of  alternate  action. 

Mr.  K —  had  his  children  thus — 1,  2,  3,  4,  5  boys,  6 
and  7  girls,  8  b.,  9  g.,  10  b.,  1 1  twin  boys.  While  Mr. 
O—  had  1st  g.,  2nd  b.,  3  b.,  4  g.,  5,  6,  7  b.,  8  and  9  g., 
10  b. ;  these  are  both  examples  of  well-assorted  ovarian 
activity. 

The  fact  that  both  ovaries  act  normally  alternately,  so 
that  the  production  of  either  sex  is  equally  liable  to  occur, 
is  proved  by  there  being  no  great  difference  in  number 
between  them  at  birth  ;  i.  e.  there  is  a  normal  numerical 
relation  between  the  sexes  at  birth,  the  proportion  being 
106  male  to  100  female  children. 

In  those  cases  where  the  birth  of  one  child  is  followed 
by  entire  cessation  of  child-bearing,  sterility  "  bilateral/' 
must  have  followed,  and  is  probably  inflammatory  in 
origin.  Other  causes  of  absolute  sterility  need  not  be 
referred  to  here. 

The  next  question  w^iich  naturally  arises  is,  Does  the 
father  or  male  parent  have  any  influence  over  the  sex  of 
the  forthcoming  foetus  ?    The  answer  is  No,  decidedly  not. 

In  the  act  of  insemination  the  discharge  (semen)  comes 
*  b  =  boy;  g  =  girl. 
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via  the  ejaculatory  ducts  from  both  testicles  simul- 
taneously, and  from  the  reservoirs  (vesiculae  seminales) 
which  hold  the  secretion  from  both  testicles.  The 
spermatozoa,  which  thus  come  from  both  testicles  at  once, 
fertilise  the  ovum  which  has  come  from  one  or  other  ovary 
only,  and  thus  we  get  the  normal  single  pregnancy.  If 
the  spermatozoa  meet  and  fertilise  more  than  one  ovum, 
whether  the  ova  come  one  from  each  ovary,  or  two  or 
more  from  the  same  ovary,  we  get  a  plural  birth,  and 
these  are  then  looked  upon  as  an  abnormality  of  preg- 
nancy. 

Playfaiv  ('  Science  and  Practice  of  Midwifery,'  1884, 
p.  182)  says  "plural  births  must  not  be  classified  as 
natui-al  forms  of  pregnancy."  We  are  therefore  justified 
in  saying  that  normally  the  united  secretion  of  the  two 
testicles  fertilises  the  production  of  one  ovary  only. 

The  character  and  idiosyncrasies  of  the  resulting  foetus 
may  be  influenced  by  the  father,  but  not  the  sex.  This 
fact  which  I  just  point  out,  that  the  semen  is  the  united 
product  of  both  testicles  and  that  this  normally  fertilises 
the  product  of  one  ovary  only,  leads  up  to  the  other  fact, 
that  there  are  two  ovaries  and  there  are  also  only  two 
sexes;  and  this  is  cause  and  effect,  for  according  to  which 
ovary  supplies  the  ovum,  so  we  get  one  or  the  other  sex 
pi'oduced.  Had  there  been  three  ovaries  instead  of  two 
we  should  have  expected  a  third  sex,  but  Bland-Sutton 
('  Dis.  of  Ovaries,'  p.  22,  and  again  482)  tells  us  "there  is 
no  authentic  instance  on  record  of  a  third  ovary,"  neither 
is  there  a  third  sex.  The  so-called  hermaphrodites  are 
not  a  third  sex. 

That  the  male  parent  does  not  influence  the  sex  of  the 

coming  child  is  proved  by  such  cases  as  these  : 

Mrs.  A.  by    her  first    husband   had   2  girls  )  0  boys  by 

^^  ,,  second  ,,  3      ,,      j      either. 

Mrs.  Mk.  by  her  first  husband  3  boys  "I  ^     .  ,    ,       .  . 

•^  ,  o  I-         ^  0  girls  bv  either. 

„  „  second       „        3  boys  J 

Surely  if  the  husbands  settled  the  sex  the  above  would 

have    had    mixed    children,    instead    of   only    one-sexed 
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children  by  two  different  men  ;   the   wives  were  unilater- 
ally sterile. 

In  the  following  cases  the  husband  of  more  than  one 
wife  gets  one-sexed  children  only  from  each  wife  ;  but  as 
they  differ  in  the  different  wives,  while  the  sexual  act  is 
the  same  for  each  wife,  the  inference  must  be  that  the 
wife  settles  the  sex. 

Mr.   G.  y.  by  his  first  wife   had  3  girls,  0  boys. 
„  ,,         second       ,,  3  boys,  0  girls. 

„  „  third         „  1  boy,    0  girls. 

Mr.  L.  by  his  first  wife  had  3  boys,  0  girls  ;  then  he 
married  a  widow  who  already  had  one  girl  by  her  first 
husband  ;  by  the  widow,  his  second  wife,  he  had  3  girls, 
0  boys. 

In  these  cases  the  fathers  produced  both-sexed  children 
with  different  wives,  but  only  one  sex  with  each  wife, — i.  e. 
the  father  did  not  influence  the  sex  ;  the  women  were 
"  unilaterally  "  sterile. 

In  the  following  cases  the  man  gets  both-sexed  children 
with  one  of  his  wives,  but  only  one  sex  with  the  other, 
because  she  is  "  unilaterally  "  sterile ;  if  it  depended  on 
the  male  he  should  get  both-sexed  children  with  both  wives. 
Mr.  Mil.  by  his  first  wife  had  4  girls,  0  boys  ;  by  his 
second  wife  had  first,  a  gii'l  ;  second,  a  boy  ;  thii'd,  a  girl. 
Mr.   C.   by  his  first  wife  had  2  boys,  7  girls. 
,,  ,,        second       „  4  boys,  0  girls. 

I  have  shortly  and  finally  to  consider  how  the  origin 
of  hermaphroditism  affects  my  theory. 

Firstly,  then,  true  hermaphroditism  is  extremely  rare  ; 
very  few  if  any  cases  have  occurred  where  both  ovaries 
and  testicles  have  been  active  in  one  and  the  same 
individual.  Sutton  (' Dis.  of  Ovaries,'  p.  5)  says,  ''No 
case  has  yet  been  recorded  of  a  functional  ovary  co- 
existing with  a  functional  testis." 

Dr.  G.  F.  Blacker  (' Obstet.  Trans.,'  1896,  p.  265,  etc.) 
has  a  most  elaborate  paper  on  the  subject.  He  admits 
with  Sutton  that  if  both  forms  of  glands  be  present, 
they  are  not  both  functionally  active.    He  proves  (p.  307) 
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that  certainly  not  more  than  seven  cases  of  true  her- 
maphroditism have  so  far  been  shown  worthy  of  any 
belief.*  Most  cases  of  so-called  hermaphroditism  are 
false  or  pseudo-hermaphrodites,  the  external  genitals 
only  being  abnormal.  The  clitoris  is  hypertrophied,  the 
ovaries  herniated,  or  the  scrotum  split  or  absent;  but 
there  is  only  one  set  of  genital  glands. 

In  these  few  possible  cases  of  hermaphroditism  the 
added  gland  is,  we  have  seen,  inert  and  functionless.  Dr. 
Blacker  says,  '^  If  functional  activity  for  the  two  kinds 
of  glands  is  insisted  upon,  it  is  most  unlikely  that  any 
case  of  true  hermaphroditism  will  ever  be  met  with  in  man." 

We  must  therefore  look  upon  the  origin  of  these  cases 
as  a  developmental  one,  arising  subsequently  to  the 
second  month  of  intra-uterine  life. 

That  the  clitoris  should  hypertrophy,  or  the  uterus 
masculinus  should  abnormally  develop,  are  facts,  but  why 
they  should  do  so,  and  thus  resemble  their  homologues, 
it  is  impossible  to  say  or  prove  ;  but  their  very  infre- 
quency  and  their  abnormality  cannot  be  held  to  in  any 
way  disprove  this  theory  of  normal  sex  causalioQ.  It  is 
only  abnormal  growth,  the  same  as  three  thumbs  in  a 
man,  a  webbed-toed  girl,  or  a  one-eyed  idiot. 

Concerning  my  claim  of  originality  for  this  sex  theory, 
it  is  well  to  point  out  that — 

This  theory  was  thought  out  by  me  in  1887,  and  facts 
in  support  of  it  have  been  gradually  accumulated. 

I  have  a  card  from  Dr.  H.  Briggs,  of  Liverpool,  dated 
November  18th,  1887,  in  my  possession,  besides  two 
private  letters,  dated  September  1st,  1888,  from  Dr. 
Cullingworth  ;  and  October  2nd,  1888,  from  Dr.  A. 
Pocock,  in  answer  to  my  queries  as  to  cases  I  thought 
would  support  my  theory,  which  shows  when  I  began 
work  on  the  subject. 

It  was  not  till  four  years  after  I  started  work  on  this 
theory,  viz,  on  the  publication  in  1891  by  Dr.  Neale  of 
•  These  have  still  further  been  reduced  in  number  by  Dr.  Balhiutyne  in 
AUbutt  ind  Playfair's  '  System  of  Gynajcology.' 
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his  '  Medical  Digest/  that  I  therein  found  that  two 
medical  men  had  broached  the  idea  that  the  ovaries  had 
"  something  to  do  with  the  sex." 

However,  so  incomplete  were  their  observations  that 
no  text-book  has  (as  far  as  I  can  discover)  ever  adopted 
or  even  mentioned  the  idea,  and  only  the  '  Digest '  has 
saved  their  ideas  from  being  for  ever  lost. 

In  the  first  case.  Dr.  Thos.  F.  Tuckey,  of  Castletown- 
roche.  County  Cork,  Ireland,  has  a  short  paper  in  the 
'Practitioner'  (vol.  ii,  1878,  p.  412) — "Further  remarks 
on  the  Relation  of  the  Ovaries  to  the  Sex  of  the  Child," 
in  continuation  of  a  paper  in  March,  1878,  in  the  '  Medical 
Press  and  Circular.' 

He  endeavours  fi'om  the  site  of  the  placenta  in  the 
uterus,  especially  in  fifteen  cases,  to  prophesy  the  sex  of 
the  child  ;  saying  that  ''  if  the  placenta  is  situated  on 
the  left  of  the  uterine  mid-line  it  was  a  female  ;  if  to  the 
right  of  the  mid-line  a  male." 

He  then  says,  "  I  do  not  yet  know  whether  my  idea 
that  the  right  ovary  is  intended  for  the  production  of 
males,  and  the  left  for  that  of  females,  has  been  thought 
worthy  of  proof,  or  the  reverse  ;  but  I  know,  to  my  mind 
and  experience,  the  arguments  that  such  is  the  case  are 
growing  stronger  every  day." 

"  Believing,  as  I  do,  that  there  is  a  close  relation 
between  the  position  of  the  placenta  and  the  sex  of  the 
child,  and  consequently  between  the  sex  of  the  child  and 
the  ovaries,  I  am  very  anxious  to  get  further  proofs  of 
the  matter." 

I  cannot  find  that  Dr.  Tuckey  ever  wrote  anything 
further  on  the  subject,  and  it  only  seems  to  have  occurred 
as  an  idea,  for  no  proof  was  brought  forward  by  him. 
The  theory  here  mooted  was  certainly  never  adopted  by 
the  profession. 

In  the  second  case.  Dr.  Hamilton  ('  Lancet,'  vol.  i, 
1848,  p.  191)  says,  ''May  not  the  particular  ovary  have 
something  to  do  with  the  sex  ?  " 

He  advances   no   definite   theory,  gives  no  proof  what- 
VOL.    XLII.  28 
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ever,  and  which  ovary  produces  which  sex  is  not  sug- 
gested. 

I  therefore  think,  having  certainly  started  this  theory 
quite  independently,  and  in  ignorance  of  the  writings  of 
Drs.  Tuckey  and  Hamilton,  who  did  not  dissociate  the 
male  or  father  from  the  causation  of  sex,  that  I  am  justi- 
fied in  claiming  originality  for  it,  as  I  undoubtedly  am 
for  the  methods  adopted  to  prove  it. 

That  there  is  at  present  no  accepted  theory  is  borne 
out  by  the  '  British  Medical  Journal  *  of  December  1st, 
1900,  p.  1623,  which  says,  "  There  is  not,  so  far  as  we 
can  ascertain,  any  accepted  view  of  the  causation  of  the 
sex  of  offspring." 

Note. — Since  the  paper  was  written.  Dr.  Routh  has 
kindly  sent  me  the  following  interesting  case.  Mrs. 
Stanley  Boyd  entirely  removed  the  right  ovary  from  a 
patient,  and  a  portion  only,  for  early  cystic  disease,  of 
the  left  ovary  ;  a  healthy  portion  of  the  latter  being 
allowed  to  remain  in  the  abdomen.  The  patient  subse- 
quently became  pregnant,  and  was  delivered  of  a  girl. 

The  President  remai'ked  that  discussions  on  sex  problems 
bad  been  popular  from  time  immemorial,  but  however  interest- 
ing they  might  be,  they  seemed  ever  barren  of  useful  results. 
Mr.  Dawson  had  taken  great  pains  to  collect  what  must  cer- 
tainly be  called  clinical  evidence,  and  had  thus  avoided  a  priori 
arguments  founded  on  one  or  two  cases  of  unilateral  ovariotomy. 
Did  he  seriously  believe  that  where  a  male  heir  was  a  matter  of 
national  importance  the  removal  of  a  queen's  left  ovary  would 
at  least  avoid  disappointment  ? 

Dr.  Blacker  thought  the  subject  was  one  of  great  interest, 
and  that  tiie  Society  was  indebted  to  Mr.  Dawson  for  bringing 
the  matter  before  them.  He  was  surprised  to  see  that  this 
theory  was  called  a  new  one.  He  had  imagined  that  it  was  one 
of  some  antiquity.  It  was  quite  certain  that  Galen  taught 
that  the  wai'mer  right  side  of  the  body  produced  males,  and 
the  colder  left  side  of  the  body  females,  and  as  far  back  as 
/)00  B.C.  Anaxagoras  taught  the  same  thing  as  that  of  Mr. 
Dawson.  In  the  ninth  century  Rhazes,  the  earliest  Arabian 
writer  on  obstetrics,  also  taught  it,  and  since  his  time  it  had 
been  put  forward  by  many  writers,  only   in  the  majority  of 
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instances  to  be  condemned  as  untenable.  In  1816  Millot,  a 
Freucb  physician,  published  a  very  interesting  little  book,  in 
which  he  not  only  propounded  this  theory  in  detail,  but  also 
gave  minute  instructions  as  to  how  fertilisation  of  ova  from  the 
right  or  left  ovary  respectively  could  be  effected  at  the  will  of 
the  parents,  and  so  children  of  whichever  sex  desired  obtained. 
A  theory  which  dated  back  to  500  b.c.  could  hardly  be  termed 
new.  If  any  such  theory  was  to  be  accepted,  we  must  admit, 
firstly,  that  the  male  parent  plays  no  part  in  the  causation  of 
sex ;  and  secondly,  that  the  sex  of  the  ovum  was  determined  at 
the  time  of  its  expulsion  from  the  ovary,  and  could  not  be  in- 
fluenced either  by  fertilisation,  or  by  any  changes  occurring 
subsequently  to  this.  The  large  number  of  observations  collected 
by  various  writers  upon  the  subject,  and  the  numerous  experi- 
ments carried  out  upon  animals,  seemed  to  prove  beyond  doubt 
that  the  male  parent  did  play  some  part,  and  the  evidence  to  be 
obtained  from  the  lower  animals,  especially  bees  and  tadpoles, 
showed  that  by  changes  in  nutrition  the  sex  could  be  influenced, 
even  after  fertilisation  had  taken  place.  Jung  had  succeeded 
by  feeding  young  tadjioles  upon  beef  or  frog's  flesh,  in  raising 
the  percentage  of  females  from  57  per  cent,  to  92  per  cent.,  a 
very  evident  proof  of  the  great  influence  of  nutrition.  It  was, 
of  course,  absurd  to  argue  from  the  tadpole  to  man,  but  it  was 
quite  permissible  to  compare  the  human  embryo  with  the  tad- 
pole embryo.  Sutton  holds,  and  he  is  no  doubt  right,  that  the 
early  condition  of  the  sexual  organs  in  man  is  one  of  embryonic 
hermaphroditism,  and  that  the  development  of  nonsexuality 
depends  upon  the  preponderant  growth  of  one  set  of  organs 
over  the  other.  If  this  be  so,  then  the  fact  that  changes  in 
nutrition  can  influence  the  development  of  sex  is  not  a  matter 
for  surprise.  Any  theory  of  sex  put  forward  for  acceptance 
must  explain  certain  well-ascertained  facts  with  regard  to  the 
relative  proportions  of  the  sexes,  viz.  the  preponderance  of  male 
births  in  Europe  ;  the  excess  of  female  births  amongst  Mulattoes, 
hybrids,  and  polygamous  animals ;  and  the  general  equality  of 
the  sexes  amongst  animals  as  a  whole.  Mr.  Dawson's  theory 
did  not  and  could  not  explain  any  of  these,  with  the  possible 
exception  of  the  last.  Not  only  was  he  not  prepared  to  accept 
the  author's  conckisions,  but  he  could  not  accept  as  sufficient 
the  data  upon  which  they  were  based.  Certainly  the  cases  of 
extra-uterine  gestation  Mr.  Dawson  had  instanced  were  of  a 
striking  character  ;  but  if  a  theory  of  this  kind  was  to  be  sup- 
ported by  statistics,  the  numbers  must  be  of  sufficiently  large 
dimensions  to  eliminate  all  possibilities  of  error.  Mr.  Dawson's 
figures  were  not  of  such  dimensions.  He  felt  sure  that  many 
of  the  Fellows  of  the  Society  could  instance  cases  of  unilateral 
ovariotomy  and  subsequent  pregnancy  which  would  not  bear  out 
the  conclusions  arrived  at  in  this  paper.     He  personally  could 
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recall  two  such  cases.  The  first  was  that  of  a  patient  who  had 
had  the  right  ovary  removed  and  had  subsequently  given  birth 
to  two  boys,  and  the  second  that  of  a  patient  who  had  had  the 
left  ovary  removed  twelve  years  ago,  aud  had  since  given  birth 
to  one  boy  and  three  girls.  No  doubt  they  would  ultimately  be 
able  to  explain  the  exact  causation  of  sex  ;  but  when  that  time 
came  he  felt  sure  that  the  cause  would  be  found  to  lie  not  in 
any  one  theory,  or  in  any  one  factor,  but  in  a  number  of  factors 
interacting  under  varying  conditions.  Any  theory  of  sex  to  be 
accepted  must  apply  to  the  whole  of  the  vertebrata.  Birds  as 
a  class  had  only  one  ovary.  The  common  fowl,  for  example, 
had  only  one,  the  left  ovary,  and  it  was  only  amongst  a  few  of 
the  diurnal  birds  of  prey  that  any  rudiments  of  the  right  ovary 
could  be  found  in  the  adult  animal.  In  view  of  this  fact,  would 
Mr.  Dawson  explain  where,  according  to  his  theory,  cocks  came 
from  ? 

Dr.  Heebeet  Spencee  said  the  paper  was  supported  by  what 
appeared  at  first  sight  to  be  an  imposing  array  of  facts,  and 
contained  some  statements  of  opinion  which  were  not  facts.  It 
was  a  pity  that  more  inquiry  had  not  been  made  as  to  the  sex 
of  the  children  born  after  unilateral  ovariotomy.  He  had  him- 
self removed  a  left-sided  ovai'ian  tumour  completely,  and  the 
patient  had  in  a  subsequent  pregnancy  borne  twins  of  different 
sexes.  There  was  no  doubt  whatever  that  the  tumour  had 
been  completely  removed.  Cases  of  this  kind  absolutely  dis- 
proved the  theory  of  the  author. 

Mr.  Dawson,  in  reply,  having  thanked  the  President  aud 
Fellows  for  their  kind  reception  of  his  paper,  stated,  in  answer 
to  Dr.  Inglis  Parsons,  that  the  removal  bv  operation  of  the  tube 
of  one  side,  and  of  the  ovary  of  the  opposite  side,  did  not  ]n*e- 
vent  pregnancy.  Apart  from  the  possibility  of  the  remaining 
tube  grasping  or  receiving  an  ovum  from  the  opposite  or  re- 
maining ovary,  we  had  the  statement  in  Dr.  Galabin's  '  Manual 
of  Midwifery,'  1900,  that  there  was  a  transperitoneal  or  extra- 
uterine migration  of  the  ovum,  i.  e.  without  any  necessity  for 
tubal  movement.  He  denied,  in  answer  to  Dr.  Blacker,  that 
the  male  parent  had  anything  to  do  with  the  causation  of  sex, 
and  in  this  particular  his  theory  differed  from  those  old  and 
mythical  theories  quoted  by  Dr.  Blacker  as  evidence  thai  the 
author's  theory  was  not  original.  The  authors  of  these  old 
theories  believed  tiiat  each  testicle  contained  special  sperma- 
tozoa, which  were  only  able  to  fertilise  the  special  ova  in  their 
own  corresponding  ovary.  Galen  assumed  that  the  right  side 
of  the  body  was  warmer  than  the  left,  and  that  the  warmer  side 
produced  males,  but  no  proof  was  forthcoming.  The  cases 
given  in  the  paper  serve  to  show  that  the  father  does  not 
influence  the  sex  of  the  offspring,  without  descending  to  seek 
instances  among  mammals.     He  did  not,  to  prove  his  theory. 
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go  for  facts  to  "bees  or  tadpoles,  water-fleas,  trout,  or  plants, 
and  from  them  attempt  to  argue  that  the  same  conditions  are 
applicable  in  the  human  species.  He  must  refuse  to  associate 
tadpoles  with  women,  or  to  look  upon  the  humau  ovum  which 
was  capable  of  developing  a  human  brain  as  comparable  to  a 
frog's  egg.  Neither  could  the  author  agree  that  the  case 
narrated  by  Dr.  Blacker,  where  he  removed  the  right  ovary  (two 
boys  being  afterwards  born),  disjiroved  the  theory ;  for  no  single 
case  could  be  held  to  disprove  a  theory,  any  more  than  the 
absence  of  one  breast  in  a  woman  disproved  the  normality  of 
bilateral  mammae  in  women,  or  tubal  pregnancies  disproved  the 
uterus  as  the  normal  site  of  gestation.  The  fact,  recorded  by 
Mr.  Bland-Suttou,  that  three  different  abdominal  sections,  by 
three  different  experienced  oj^erators,  were  required  to  success- 
fully remove  both  ovaries  in  a  woman,  in  order  to  stop  men- 
struation, shoAved  how  very  easy  it  was  for  a  portion  of  an 
ovary  to  be  left  behind,  and  thus  give  rise  to  a  pregnancy  with 
the  foetus  corresponding  in  sex  to  the  ovary  thought  to  be  re- 
moved. In  this  manner,  too,  he  explained  Dr.  Spencer's  case 
of  "  pigeon-pair  "  twin  pregnancy  occurring  after  the  removal 
of  tbe  left  ovary,  which  was  stated  to  be  bound  down  by 
adhesions.  Mr.  Dawson  had  narrated  in  his  paper  the  case  of 
pregnancy  occurring  twice  after  so-called  removal  of  both  ovaries. 
Both  the  children  were  the  same  sex,  male,  because  an  ovary 
always  "breeds  true."  A  piece  of  one  ovary  had  evidently  not 
been  removed ;  he  maintained  it  was  a  portion  of  the  right 
ovary,  hence  the  sex  of  the  children  was  male. 
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cating with  an  inflamed  Fallopian  tube  .  .       96 
Fallopian  tube,  primary  cancer  of  (Alban  Doran)       .  .         6 

with  a  large  inflamed  cyst  {?  ovai'ian)  communicating 

with  an  inflamed  (C.  J.  Cullingworth  and  J.  S.  Fair- 
bairn)    .  .  .  .  .  .96 

double  tuberculous  pyosalpinx  with  intercommunication 

of  (A.  L.  Galabin)  .  .  .  .173 

great  distension  of,  from  tubercle  in  fibroid  tumours  of 

the  uterus  (P.  Horrocks)     ....     16t> 
Fellows,  see  Lists,  Elections. 
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Fibroid  tumours  of  the  uterus  with  great  distension  of  the 

Fallopian  tubes  from  tubercle  (P.  Horrocks)  . 
Fibroids,  see  Tumours  (fibroid). 
Fibro-myoma,  cystic,  of  the  cei-vix  uteri  (C.  H.  RobeHs) 

large,  of  cervix,  removed  by  enucleation,  followed  by 

vaginal  hysterectomy  (W.  W.  H.  Tate) 

of  uterus  in  a  patient  aged  twenty-three,  with  remarks 

on  enucleation  and  myomectomy  (A.  E.  Giles) 

of  uterus,  incarcerated,  in  an  unusually  young  subject 

(C.  J.  Cullingworth)  .... 

relations  of  organic  affections  of  the  heart  to  (T. 

Wilson)  ...... 

Foetus,  death  of,  at  the  eighth  month  after  spurious  labour, 
in  a  case  of  exti'a-uterine  gestation,  abdominal  section 
two  months  later  (A.  Doran) 

macerated,   removed    from   the    abdominal    cavity   two 

months  after  spurious  labour  (Alban  Doran)  . 

thoracopagus  (Amand  Routh) 

three  quarters  of  an  inch  in  length,  in  perfect  preserva 

tion  in  specimen  of  tubal  mole  (A.  Doran) 

with  anasarca  and  large  placenta  (R.  Boxall)     . 

Frozen  sections  of  a  uterus  at  the  tenth  week  of  pregnancy 

showing  hfemorrhages  into  the  placenta,  decidua  reflexa, 
and  decidua  vera,  from  a  patient  who  died  of  heart 
disease  (G.  F.  Blacker)        .  .  .  . 
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Galabin  (A.  L.),  double  tuberculous  pyosalpinx  with  inter- 
communication of  the  tubes  (shown) .  .  .     173 

Remarks  in  discussion  on  W.  J.  Sinclair's  paper  on  the 

diagnosis     and    treatment    of    retroflexio-versio    uteri 
gravidi        .  .  .  .  .  .     353 

in  discussion  on  Amand  Routh's  paper  on  Porro- 

Caesarean  hysterectomy  with  retro-peritoneal  treatment 

of  the  stump  in  a  case  of  fibroids  obstructing  labour      .     258 

in  discussion  on  W.  W.  H.  Tate's  specimen  of  lai-ge 

fibro-myoma  of  the   cervix    removed   by  enucleation, 
followed  by  vaginal  hysterectomy      .  .  .     164 

Genital  organs,  two  cases  of  congenital  malformation  of  (H. 

Macnaughton-Jones)  .  .  .  .92 

Gestation,  extra-uterine,  in  which  fcetal  death  occurred  at  the 
eighth  month  after  spurious  labour  ;  abdominal  section 
two  months  later  (A.  Doran)  .  .     213 
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Giles  (Arthur  E.),  note  on  a  case  of  fibro-myoma  of  tlie 
uterus  in  a  patient  aged  twenty-three,  with  remarks  on 
enucleation  and  myomectomy  .  299 

JRemarJcs  in  reply     .....     305 

in  discussion  on  Amand  Routh's  sj)ecimen  of  fcetus 

thoracopagus  .  .  .  .  .30 

in  discussion  on  J.  M.  Munro  Kerr's  paper  on  three 

cases  of  incarceration  of  the  retro-displaced  gravid 
uterus,  and  one  of  exti-a-uterine  pregnancy  simulating 
that  condition        .....     156 

in  discussion  on  H.  R.  Andrews's  specimen  of  imper- 
forate rectum  and  congenital  prolapse  of  uterus  .     ]  72 

Griffith  (W.  S.  A.),  primary  solid  carcinoma  of  the  ovary 

(shown)  .  .  .  .  .  .34 

squamous-celled      epithelioma     invading      sui-rounding 

tissues  like  a  columnar-celled  variety  (shown) .  .     210 

of    the   cervix    uteri   in   a   very   early    stage 

(shown)  .  .  .  .  .  .210 

BemarJcs  in  discussion  on  C.  Hubert  Roberts's  short  com- 

munication on  a  case  of  cancer  of  the  cervix  associated 
with  an  adenomatous  growth  in  the  fundus     .  .     274 

in  discussion  on   J.  Bland-Sutton's  case  of  tubal 

abortion,  in  which  the  "  mole  "  was  in  process  of  extru- 
sion at  the  time  of  operation  .  .  .     314 


Hsemorrhages  into  the  placenta,  decidua  reflexa,  and  decidua 
vera,  from  a  patient  who  died  of  heart  disease,  frozen 
sections  of  a  uterus  at  the  tenth  week  of  pregnancy 
showing  (G.  F.  Blacker)      .  .  .  .235 

Heart  disease,  frozen  sections  of  a  uterus  at  the  tenth  week  of 
pregnancy,  showing  haemorrhages  into  the  placenta, 
decidua  reflexa,  and  decidua  vera,  from  a  patient  who 
died  of  (G.  F.  Blacker)         .  .  .  .234 

Heart,  relations  of  organic  affections  of,  to  fibro-myoma  of  the 

uterus  (T.  Wilson)  .  .  .176 

Herman  (G.  Ernest),  on  subcutaneous  symphysiotomy  .     282 

Biemarlcs  in  reply     .....     297 

in  discussion  on  H.  R.  Spencer's   paper  on  four 

cases  of  rupture  of  the  uterus  successfully  treated  by 
packing  the  tear  per  vaginam  with  iodoform  gauze        .      26 
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Herman  (G.  Ernest),    Remarks  in  discussion  on  C.  Hubei-t 
Roberts's  short  communication  on  a  case  of  cancer  of 
the  cervix  associated  with  an  adenomatous  growth  in 
the  fundus  .....     274 

in  discussion  on  A.  E.  Giles's  note  on  a  case  of  fibro- 

myoma  of  the  uterus  in  a  patient  aged  twenty- three, 
with  remarks  on  enucleation  and  myomectomy  .     304 

in  discussion  on  J.  Bland-Satton's  case  of  tubal 

abortion  in  which  the  "  mole  "  was  in  process  of  extni- 
sion  at  the  time  of  operation  .  .  314 

Hinds  (Frank)  and  John  D.  S.  Nodes,  fatal  rupture  of  an 

aneui-ysm  of  the  splenic  artery  immediately  after  labour     305 

HOEROCKS  (Peter),  fibroid  tumoui's  of  the  uterus  with  great 
distension  of  the  Fallopian  tubes  from  tubercle  (fresh 
specimen  shown)  .....     166 

pregnant  uterus  and  fibroid  tumour  removed  by  abdominal 

hysterectomy  (shown)  ....     242 

Remarks  in  discussion  on  J.  D.  Malcolm's  specimen  of 

double  pyosalpinx  in  which  the  tubal  sacs  communi- 
cated      .  .  .  .  .13 

in  discussion  on  H.  R.  Spencer's  paper   on    four 

cases  of  rupture  of  the  uterus  successfully  treated  by 
packing  the  tear  ^jer  ragfrnawi  with  iodoform  gauze         .       24 

in  discussion  on  J.  H.  Targett's  specimen  of  rup- 
tured uterus  at  term  through  scar  of  old  Caesarean  sec- 
tion ;  abdominal  hysterectomy  .  .  .     243 

in  discussion  on  Amand  Routh's  paper  on  Porro- 

Csesarean  hysterectomy  with  retro-peritoneal  treatment 

of  the  stump  in  a  case  of  fibroids  obstructing  labour      .     259 

in  discussion   on  J.   Bluud-Sutton's  case  of  tubal 

abortion  in  which  the  "  mule  "  was  in  process  of  extru- 
sion at  the  time  of  operation  .  .  .     314 

in  discussion  on  E.  O.  Croft's  paper  on  an  anomalous 

case  of  ectopic  pregnancy,  probably  ovarian,  and  A.  H.  N. 
Lewers's  paper  on  a  case  of  repeated  ectopic  gestation 
in  the  same  patient ;  laparotomy  on  each  occasion         .     330 

Hysterectomy,  abdominal,  pregnant  uterus  and  fibroid  tumour 

removed  by  (P.  Horrocks)  ....     242 

ruptured    uterus    at    term    through   scar   of   old 

Caesarean  section  (J.  H.  Targett)       .  .     242 
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Hysterectomy,  Porro-Csesarean,  with,  retro-peritoneal  treat- 
ment of  the  stump  in  a  case  of  fibi'oids  obstructing 
labour ;  with  remarks  upon  the  relative  advantages  of 
the  modern  Porro  operation  over  the  Sanger-Caesarean 
in  most  other  cases  requiring  abdominal  section  (Amand 
Routh)   .  .  .  .  .244 

vaginal,  after  removal  of  large  fibro-myoma  of  the  cervix 

by  enucleation  (W.  W.  H.  Tate)         .  .161 

uterus  with  fibroid  tumour  undergoing  mucoid  change, 

successfully  removed  by  abdominal,  with  inti-a-peritoneal 
treatment  of  the  stump  (A.  H.  N.  Lewers)      .  .       94 

Imperforate  rectum   and  congenital  prolapse  of  the  iiterus 

(H.  R.  Andrews)  .  .  .  .  .169 

Incarceration  of  the  retro-displaced  gravid  uterus  in  three 
cases,  and  one  of  extra-uterine  pregnancy  simulating 
that  condition  (J.  M.  Munro  Kerr     .  .  .146 

Infection  of  the  cyst  five  days  after  labour  in  ovarian  cystoma 

complicating  pregnancy  (H.  Macnaughton. Jones)  .     140 

Keith  (^Arthur),  anatomy  and  nature  of  two  acardiac  acephalic 

fcetuses   .  .  .  .  .  .99 

Kerr  (J.  M.  Munro),  thi-ee  cases  of  incarceration  of  the  retro- 
displaced  gravid  uterus,  and  one  of  extra-uterine  preg  - 
nancy  simulating  that  condition         .  .  .     146 

■ Remarks  in  reply     .....     158 

Labour,  see  Parturition. 

Porro-Csesarean    hysterectomy    with      retro-peritoneal 

treatment  of  the  stump  in  a  case  of  fibroids  obstructing, 
with  remarks  upon  the  relative  advantages  of  the 
modern  Porro  operation  over  the  Sanger-Csesarean  in 
most  other  cases  requiring  abdominal  section  (A.  Routh)     244 

Laparotomy  in  a  case  of  repeated  ectopic  gestation  in  the 

same  patient  (A.  H.  N.  Lewers)  .  .  .     324 

Lawrence  (T.  "W.  P.),  redescription  of  the  specimen  of  spon- 
dylolisthesis in  the  museum  of  University  College       .       75 

Lea  (Arnold  W.  W.),  myxo-sarcoma  of  the  vagina  in  a  child 

aged  two  and  a  half  years  (shown)     .  .  .     143 

Lewers  (A.  H.  N.),  repeated  ectopic  gestation   in  the  same 

patient ;  laparotomy  on  each  occasion  .  .     324 

VOL.  XLII.  29 


410  INDEX. 

PAGE 

Lewees  (A.  H.  N.),  Remarks  in  reply         .  .    331 

ruptured  uterus  with  dermoid  ovarian  cyst  the  size  of  a 

child's  head  (shown)  .  .95 

uterus  with  fibroid  tumour  undergoing  mucoid  change, 

successfully  removed  by  abdominal  hysterectomy  with 
intra-peritoneal  treatment  of  the  stump  (shown)  94 

Remarks  in   discussion   on   T.    W.    Eden's   specimen  of 

adenoma  of  the  uterus  .  .  .  .4 

in   discussion   on   H.   R.   Spencer's  paper  on  four 

cases  of  rupture  of  the  uterus  successfully  treated  by 
packing  the  tear^jer  vaginam  with  iodoform  gauze  26 

in   discussion    on    J.    M.   Munro  Kerr's  paper  on 

three  cases  of  incarceration  of  the  retro-displaced  gravid 
uterus,  and  one  of  extra-uterine  pregnancy  simulating 
that  condition        .....     156 

in  discussion  on  C.  Hubert  Roberts's  short  com- 
munication on  a  case  of  cancer  of  the  cervix,  associated 
with  an  adenomatous  growth  in  the  fundus      .  .     274 

in  discussion  on  G.  Ernest  Herman's  paper  on  sub- 
cutaneous symphysiotomy  ....     297 

List  of  Officers  elected  for  U^OO  .  .  .41 

for  1901             ....  v 

of  Standing  Committees            ....  vii 

of  Honorary  Local  Secretaries                 .                 .  viii 

of  past  Presidents      .                  .                  .                  .                  .  ix 

of  Referees  of  Papers  for  1901                  .                 ■  x 

of  Honorary  Fellows                  .                 .                 .                 .  xi 

of  Ordinary  Fellorcs                  ....  xiii 

of  Deceased  Felloics  [with  obituary  notices,  which  seej  54 

LOCKYER    (Cuthbert),    multilocular    cyst    of    the    oophoron 

(shown)  .  .  .  .  .  .37 


Maclean  ('Ewen  J.),  Reinarhs  in  discussion  on  W.  J.  Sin- 
clair's paper  on  the  diagnosis  and  treatment  of  retro- 
flexio-vei-sio  uteri  gravidi  ....       355 

Macnaughton- Jones  (Henry),  ovarian  cystoma  complicating 
pregnancy  ;  infection  of  the  cyst  five  days  after  labour; 
operation  on  the  forty-third  day  ;  extensive  peritoneal 
and  bowel  adhesions  ;  recovery  (shown)  .     140 

two    cases   of  congenital    malformation   of  the  genital 

organs  f  shown)     .  .  .  .  .92 
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Malcolm  (John  D.).  double  pyosalpinx  in  which  the  tubal 

sacs  communicated  (shown)  .  .  .10 

Ttemarhs  in  reply     .  .  .  .  .13 

in  discussion  on  A.  Doian"s  paper  ou  a  case  of 

extra-uterine  gestation  in  which  foetal  death  occurred  at 
the  eighth  month  after  spurious  labour;  abdominal 
section  two  months  later.     ....     233 

Malformation  of  the  genital  organs,  two  oases  of  congenital 

(H.  Macnaughton-Jones)    .  .  .  .92 

Missed  labour  (five  months) ;  abdominal  section  and  removal 
of  sac  ;  recovery  in  a  full-term  pregnancy  in  a  rudi- 
mentary horn  of  uterus  (J.  H.  Targett)  .  .     276 

Mole,  in  case  of  tubal  abortion,  in  process  of  extrusion  at  the 

time  of  operation  (J.  Bland-Sutton) .  .  .     311 

Monsters,   anatomy   and   nature  of  two   acardiac   acephalic 

foetuses  (A.  Keith)  .  .  .  .99 

MOREis  (Charles),  remarks  in  discussion  on  A.  W.  W.  Lea's 
specimen  of  myxo-sarcoma  of  vagina  in  a  child  aged 
two  and  a  half  years  ....     144 

in  discussion  on  J.  M.  Munro  Kerr's  pa^jer  on  three 

cases  of  incarceration  of  the  retro-displaced  gravid 
uterus,  and  one  of  extra-uterine  pi-egnancy  simulating 
that  condition       .....     157 

Myomectomy,  remarks  on,  in  connection  with  a  cnse  of  fibro- 
myoma  of  the  uterus  in  a  patient  aged  twenty-three 
(A.  E.  Giles)  .  .  .  .  .299 

Myxoma  of  chorion  not  discharged  till  the  seventh  month  ^C. 

H.  Roberts)  .  .  .  .  .168 

Myxo-sarcoma  of  vagina  in  a  child  aged  two  and  a  half  years 

(A.  W.  W.  Lea)     .  .  .  .  .143 

Nodes  (John  D.  S.)  and  Frank  Hinds,  fatal  rupture  of  an 

aneurysm  of  the  splenic  artery  immediately  after  labour     305 

Obituary  notices  of  Deceased  Fellojvs. 

Farr,  George  Frederick,  L.R.C.P.Edin.,  Twickenham    .  54 

Bright,  John  Meaburn,  M.D.St.  And.,  Forest  Hill  54 
Dambrill-Davies,   William  Richard,  M.R.C.S.,  L.S.A.. 

Alderley  Edge  .  .  .  .56 

Pound,  Clement,  L.RC.P.,Odiham.                 .  57 

Duncan,  James  Andrew,  M.B.,  Henrietta  Street,  W.C.  58 

Gibbings,  Alfred  Thomas,  M.D.,  Dalston         .  58 

Tait,  Lawson,  F.R.C.S.,  Birmingham                .                 .  59 
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Obituary  Notices  of  Deceased  Felloics — continued. 

Nesham,  Thomas  Cargill,  M.D.,  Newcastle-on-Tyne      .       71 
Johnson,  Samuel.  M.D.,  Stoke-upon-Trent  71 

Furd,  James.  M.D.,  Exmouth  .  .  .72 

Oophoron,  multilocular  cyst  of  (Cuthbert  Lockyer)  .  .       37 

Ossification,  spinal  column  exhibiting  Avant  of,  in  the  inter- 
articular  portion  of  the  lumbar  vertebrae  (G.  F.  Blacker)       90 

Ovaries,  dermoid  cyst  of,  size  of  a  child's  head,  in  case  of 

ruptured  uterus  (A.  H.  N.  Lewers)    .  .  .95 

Ovary  only  congested  and  inflamed  in  two  cases  of  parovarian 

cyst  with  twisted  pedicle  (H.  R.  Spencer)         .  .     333 

primary  solid  carcinoma  of  (W.  S.  A.  Griffith)  .  .       34 

solid  tumour  of,  removed  from  a  woman  aged  thirty-six 

(A.  W.  Addinsell).  .  .  .139 

Packing  with  iodoform  gauze  in  four  cases  of  rupture  of  the 

uterus  (H.  R.  Spencer)         .  .  .  .14 

Parovian  cyst  with  twisted  pedicle,  two  cases  of,  in  which 
the  ovary  only  (and  not  the  cyst)  was  congested  and 
inflamed  (H.  R.  Spencer)     ....     333 

Parsons  (J.  Inglis).  JJei/uuA-s  in  discussion  on  W.J.  Sinclaii-'s 
paper  uu  the  diagnosis  and  treatment  of  retroflexio- 
versio  uteri  gravidi  ....     353 

Parturition,  fatal  rupture  of  an  aneurysm  of  the  splenic  artery 

immediately  after  (J.  D.  S.  Nodes  and  Frank  Hinds)     .     305 
■  suppurating  ovarian  cyst  obstructing,  removed  by  abdo- 
minal section  eighteen  months  later  (W.  AV.  H.  Tate)    .     164 

Pedicle,  twisting  of,  in  two  cases  of  parovarian  cyst,  in  which 
the  ovary  only  (and  not  the  cyst)  was  congested  and 
inflamed  (H.  R.  Spencer)     ....     333 

Phillips  (Juhn),  extra-uterine  gestation  in  which  foetal  death 
occurred  at  term  after  spurious  labour  and  abdominal 
section  was  performed  four  to  five  months  later  .     121 

Remarks  in  reply    .....     129 

in  discussion  on  Alban  Dorau's  specimen  of  mace- 

ated  foetus  removed  from  the  abdominal  cavity  two 
months  after  spurious  labour  .  .  .8 

Photographs  from  a  case  of  primary  cancer  of  the  Fallopian 

tube  (Alban  Doran)  .  .6 

Placenta,  frozen  sections  of  a  uterus  at  the  tenth  week  of 
pregnancy,  from  a  patient  who  died  of  heart  disease 
showing  htemorrhages  into  (G.  F.  Blacker)  .     235 
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Placenta,  large,  in  a  foetus  with  anasarca  (R.  Boxall)  .       98 

Polypus,  multiple,  myxomatous,  from  cervix  uteri  (W.  Duncan)     2^:3 
Porro-Caesarean  hysterectomy  witli  retro-peritoneal  treatment 
of  the  stump  in  a  case  of  fibroids  obstructing  labour ; 
with    remarks    upon   the   relative   advantages  of    the 
modern  Porro  operation  over  the  Sanger- Csesarean  in 
most  other  cases  requiring  abdominal  section  (Amand 
Routh)    .  .  .  .  .  .     2U 

Pregnancy,  complicated  by  ovarian  cystoma  (H.  Macnaughton- 

Jones)      ......     140 

extra-uterine,   anomalous   case,    probably   ovarian    (E. 

Octavius  Croft      .....     316 

in  which  fcetal  death  occurred  at  term  after  spurious 

labour  and  abdominal  section  w^as  i^erformed  four  to  five 
months  later  (John  Phillips)  .  .  '     .     121 

repeated,  in  the  same  patient ;  lai^arotomy  on  each 

occasion  (A.  H.  N.  Lewers)  .  .  .     324 

simulating  a  retro-flexed  gravid  uterus  (J,  M.  Munro 

Kerr)      .  .  .  .146 

frozen  sections  of  a  uterus  at  the  tenth  week  of,  showing 

haemorrhages  into  the  placenta,  decidua  reflexa,  and 
decidua  vera,  from  a  patient  who  died  of  heart  disease 
(G.  F.  Blacker)      .  .  .  .235 

full-term,  in  a  rudimentary  horn  of  uterus;  missed  labour 

(five  months)  ;  abdominal  section  and  removal  of  sac ; 
recovery  (J.  H.  Targett)      ....     276 
Priestley   (Sir    William    Overend),    election   as    Honorary 

Fellow     .  .  .  .  .40 

letter  acknowledging  election  as  Honorary  Fellow  .     131 

Prolapse  of  uterus,  congenital  and  imperforate  rectum  (H.  R. 

Andrews)  .....     169 

Pyosalpinx,  double,  in  which  the  tubal  sacs  communicated 

(John  D.  Malcolm)  .  .  .  .10 
tuberculous,  with  intercommunication  of  the  tubes 

(A.  L.  Galabin)     .  .  .  .  .173 


Rectum,  imperforate,  and  congenital  prolapse  of  the  uterus 
(H.  R.  Andrews)   .... 

Relations  of  organic  affections  of  the  heart  to  fibro-myoma  of 
the  uterus  (T.  Wilson) 
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Report  of  the  Chainnan  of  the  Board  for  the  E?;ainination  of 

Midwifes  .  .  .  .  .39 

of  Committee  on  specimen  of  myxo-fibroma  (.«'  sarcoma)  of 
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et  de  la  trompe.    Rcsultats  ('loigucs. 

'  8vo.  Paris,  1900    Purchased. 

Oliver  (James).  On  the  physico-chemical  changes 
concerned  in  the  production  of  version  of  the 
uterus.  [Reprinted  from  the  '  Medical  Press 
and  Circular,'  November  29th,  1899.] 

Orthmann  (E.  G.).  Vademecuni  fiir  histopatholo- 
gische  Untersuchungen  in  der  Gyniikologie. 
Fur  Aerzte  und  Studirende. 

illust.,  8vo.  Berl.  1901         Ditto. 
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Pfannenstiel  (J.).  Ueber  die  Vortheile  des  supra- 
symphysjireu  Fascienquerschnitts  fiir  die  gynii- 
kologischen  Koeliotomieeu,  zugleich  ein  Beitrag 
/u  der  Indikatiousstellung  der  Operation swege. 
(*  Volkmaun's  Sammlung,'  neue  Folge,  Nr.  268.) 

8vo.  Leipzig,  1900   Purchased. 

ProK  (Ludwig).  Ueber  das  elastische  Gewebe  in  der 
uorinaleu  und  ]>athologisch  veriinderteii  Gebiir- 
mutter.  ('  Volkmaun's  Sammlung  '  kliui.scher 
Vortrjige,  neue  Folge,  Nr.  283.)  Ditto. 

PiNcus  r Ludwig).  Die  erste  Sammelforsclumg  und 
Weiteres  zur  Atmokausis  und  Zestokausis. 
('Volkmaun's  Sammlung,'  neue  Folge,  Nr.  261, 
262.)  8vo.  Leipzig,  1899        Ditto. 

PisKACEK  (L.).  Ueber  Ausladungen  umscliriebener 
Gebiirmutterabschnitte  als  diagnostiscliesZeichen 
iin  Anfangsstadium  der  Schwangerschaft. 

illnst.,  8vo.  Wien  u.  Leipzig,  1899        Ditto. 

Pry<jr  (W.  E.)  .  The  treatment  of  pelvic  inflammations 
through  the  vagina. 

{nui<t.,  8vo.  Lond.  and  Phila.  1899        Ditto. 

Richardson    (Benjamin   Ward).      Biological    experi-  The 
mentation  :  its  functions  and  limits  ;  including  Leigh- 
answers  to  nine  questions  submitted  from  the  Brown 
Leigh-Browne  Trust.                     8vo.  Lond.  1896  Trust. 


Robin  (All)crt)  and  Paul  Dalchk. 
des  maladies  des  femmes. 


Traitcment  mi'dical 
8vo.  Paris,  1900 


RoBiNSKi  (Severin).  Operiren  oder  Nichtoijeriren  bei 
Krebs-Erkrankungeu  und  andere  zeitgemiisse. 
insbesoudcre  therapeutische  Fragen. 

8vo.  Berl.  1898 


Purchased. 


Author. 


Royal  College  of  Surgeons  of  England.  Descriptive 
Catalogue  of  the  teratological  series  in  the 
museum.  Animal  malformations,  by  B.  Thompson 
Lowne  ;  vegetable  malformations,  by  Maxwell  T. 
Masters.  Svo.  Lond.  1893    Purchased. 


RuGE  (C.)  und  J.  Veit. 


Der  Krebs  der  Gebiirmutter. 
illii^f.,  8vo.  Stuttgart,  1881 


Ditto. 


ScHULTZE  CB.  S.).  Dammschutz.    (' Volkmaun's  Samm- 
lung' klinischer  Vortriige,  neue  Folge,  Nr.  278.) 

Svo.  Leipzig,  1900        Ditto. 
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Seitz     (Ludwig).       Ueberziihlige     und    accessorische 
Ovarien.      ('  Volkmann's  Sammlung  '  klinischer 
Vortrage,  neue  Folge,  Nr.  286.) 

8vo.  Leipzig,  1900  Purchased. 

(Otto).        XJeber    primJires      Scheidensarkom 

Erwachseuer  (Lympliendothelioma).  ('  Volk- 
mann's Sammlung '  klinischer  Vortrage,  neue 
Folge,  Nr.  280.)  8vo.  Leipzig,  1900 


Sellheim  (Hugo).  Topographischer  Atlas  normalen 
und  pathologischen  Anatomie  weiblichen  Beckens, 
Sechzig  Tafeln  mit  einem  Textheft. 

Leipzig,  1900 

Smith  (Heywood).  Practical  gynaecology  :  a  handbook 
of  the  diseases  of  women.  Second  edition,  re- 
vised and  enlarged,     ilhist.,  sni.  8vo.  Lond.  1900 

Stoeckel  (W.).     Ureterfisteln  und  Ureterverletzungen. 

8vo.  Leipzig,  1900 

Sturmer  (A.  J.).  Ectopic  gestation:  a  series  of  eight 
cases  treated  by  abdominal  section.  [Reprinted 
from  the  'Indian  Medical  G-azette,'  vol.  xxxv, 
Nos.  1,  2,  3,  and  4,  1900.] 

Temesvart  (Rudolf).  Volksbriluche  und  Aberglauben 
in  der  Geburtshilfe  und  der  Pflege  des  Neuge- 
bornen  in  Ungarn.     Ethnographische  Studien. 

illust.,  8vo.  Leipzig,  1900  Purchased. 

Thompson  (Peter).     The  myology  of  the  pelvic  floor :  a 

contribution  to  human  and  comparative  anatomy. 

illust.,  sm.  4to.  Lond.  1899 


Ditto. 

Ditto. 

Author. 
Purchased. 

Author. 


Varnier    (Henri).      La   pratique   des   accouchements. 
Obstctrique  journaliere  (duplicate  copy). 

iUust.,  la.  8vo.  Paris,  1900 

Volkmann's  Sammlung  klinischer  Vortrilge,  neue  Folge : 

261, 262.  Fincits,    Die    erste   Siiiiimelforschung  und    weiteres 
zur  Atmokausis  und  Zestokausis. 
263.   Cramer,   Zur   Mechanik  und   Physiologie  der  Nali- 

rungsaufualiuie  der  Neugeborenen. 
265.  Bai/er,  Ucber  Zerreissungeu  des  Nabelstranges  und 
ihre  Folgen  fiir  den  Neugeborenen. 

268.  rj'annen.stiel,  Ueber  die  Vortbeile  des  suprasymphy- 

siiren  Fascienqucr.schnitts  fiir  die  gyniikologischen 
Koeliotouiiccn,  zugleicb  ein  Beitrag  zu  der  ludika- 
tionssteliung  der  Operationswege. 

269.  Chazan,   Die   specifischeu    Lebensersobeiuungen   ini 

weibliclien  Organisuius. 
VOL.  XLII. 


Author. 


Ditto. 
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Volzmann's  Sammlung,  continved : 

274.  Freund,     Die     Beziehungen     der    weiblichen 

schleclitsorerane  zu  anderen  Organen. 
GoHschalk,  Zur  Aetiologie  der  Uterusorgane. 
Ton    Strauch,   Das    Myom   in    der   Fortpflanzungs- 

periode. 
Schulfze,  Damnisclnitz. 
Spitz,  Ueber  primiires  Schcidensarkom  Erwachsener 

(Lympliciulotlieliouia). 
Pick,  Ueber  das  elastiscbe  Gewebe  in  der  normalen 

uud  pathologiscbveriiiiderten  Gebarnnitter. 
Seitz,  Ueberzahlige  und  accessorische  Ovarien. 


Presented  by 


275. 
277. 

278. 
280. 

283. 


2SG. 


VON  Strauch  (M.).  Das  Myom  in  der  Fortpflanzungs- 
periode.  ('  Volkmanu's  Sammlung '  klinischer 
Vortrjige,  neue  Folge,  Nr.  277.) 


Purchased. 


Williams  (J.  Whitbridge) .  The  frequency  of  con- 
tracted pelves  in  the  first  thousand  women 
delivered  in  the  Obstetrical  Department  of  the 
Johns  Hopkins  Hospital.  [Reprinted  from 
'  Obstetrics,'  vol.  i,  Nos.  5  and  6,  1899.]  Author. 

Wilms  (M.).     Die  Mischgeschwiilste. 

Heft  1.  Die  Miscbgeschwiilste  der  Niere. 
Heft  2.  Die  Miscbgeschwiilste  der  Vagina  und  der  Cervix 
uteri    (traubige    Sarkome).      Anhang:     Mischge- 
schwiilste der  Blase  und  des  Vas  deferens. 

8vo.  Leipzig,  1899  and  1900  Purchased. 


TRANSACTIONS. 


American  Association  of  Obstetricians  and  Gyne- 
cologists— 
Transactions,  vol.  xii,  for  1899.   8vo.  Philad.  1900  Association. 

American  Gynecological  Society — 
Transactions,  vol.  xxiv,  for  1899. 

8vo.  Philad.  1899      Society. 

Clinical  Society  of  London — 

Transactions,  vols,  xxxii  and  xxxiii. 

8vo.  Lond.  1899,  1900        Ditto. 

College  of  Physicians  of  Philadelphia — 

Transactions  of  the  section  on  gynecology,  vol. 
V,  1899.  [Reprinted  from  the  'American 
Journal  of  Obstetrics.']  College. 
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Det  Kjobenhavnske  medicinske  Selskabs — 
Forhandlinger,  1899-1900. 

8vo.  Copenliagen,  1900      Society. 

Medical  (Royal)  and  Chirurgical  Society — 

Transactions,  vol.  Ixxxiii.  Bvo.  Loncl.  1900        Ditto. 

Medical  Society  of  London — 

Transactions,  vol.  xxiii.  8vo.  Loncl.  1900        Ditto. 

Obstetrical  Society  (Edinburgh) — 

Transactions,  Session  1896-7,  vol.  xxii. 

8vo.  Eclin.  1897        Ditto. 

Session  1899-1900,  vol.  xxv. 

8vo.  Edin.  1900        Ditto. 

Obstetrical  Society  (New  York) — 

Transactions,  from  October,    1898,  to   October, 

1999,  with  complete  index.  Bvo.  New  York,  1899        Ditto. 

SoClfTE  DE  M^DECINE  DE  EOUEN 

Bulletin,  2*  serie,  vol.  xii,  37*  annt'e,  1898. 

8vo.  Eouen,  1899        Ditto. 

2«  st'rie,  vol.  xiii,  38*  anne'e,  1899. 

8vo.  Rouen,  1900        Ditto. 

Soci^T^  DEs  Sciences  m^dicales  de  Lyon — 

Memoires  et  comptes-rendus,  tome  xxxviii,  1898. 

8vo.  Lvons,  1899        Ditto. 


REPORTS. 

America— Hospitals — Boston  Lying-in  Hospital :  tlie     Hospital 
67th  year,  for  1899.  8vo.  Boston,  1899        Staff. 

Medical   and    Surgical   Report    of    the 


Presbyterian  Hospital  in  the  City  of  New  York, 
vol.  iv,  January,  1900,  edited  by  Andrew  J. 
McCosh,  M.D.,  and  W.  Gilman  Thompson, 
M.D.-  8vo.  New  York,  1900 

The  Society  of  the  New  York  Hospital. 


Annual  Report  for  the  year  1899. 

8vo.  New  York,  1900 

Hospitals — G-uy's  Hospital  Reports,  Third  Series,  vol. 
xxxix.  Bvo.  Loud.  1900 


Ditto. 


Society. 


Ditto. 
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Hospital 

Staif. 

Ditto. 


Ditto. 


Hospitals — St.  Bartholomew's  Hospital  Eeports,  vol. 
XXXV.  8vo.  Lond.  1899 

St.   Thomas's    Hospital    Reports,    New   Series, 

vol.  xxvii.  Svo.  Lond.  1898 

Annual  Report  of  the  Government   Maternity 

Hospital,  Madras,  for  the  year  1899. 

la.  8vo.  Madras,  1900 

Jahresbericht  iiber  die  Forthscritte  a,uf  dem  Gebiete  der 
Geburtshilfe  und  Gynilkologie,  herausgegeben 
von  Richard  Frommel,  xii  Jahrgang,  1898. 

8vo. "Wiesbaden,  1899  Dr.  Frommel. 

xiii  Jahrgang,  1900.  Svo.  Wiesbaden,  1900       Ditto. 

Jahresbericht  der  Gesellschaft  fiir  Natur-  und  Heil- 
kunde  in  Dresden.     Sitzungsperiode  1898-9. 

8vo.  Dresden,  1899      Society 
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